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INTRODUCTION TO THE PORTFOLIO
This portfolio contains the academic, clinical and research work undertaken during 
the Practitioner Doctorate of Clinical Psychology training course. In order to 
demonstrate the development of a broad range of knowledge and skills during the 
training process, the work is presented in temporal order of completion in three 
separate dossiers namely academic, clinical and research.
The portfolio reflects the diversity of learning experiences during the course in the 
areas of specialities, client groups, presenting problems and psychological 
approaches adopted.
In order to ensure that client confidentiality is maintained and anonymity protected, 
all identifying personal details have been changed in this portfolio.
Copyright Statement
With the exception of legitimate academic purposes, no aspect of this portfolio may 
be reproduced without the written permission of the author. © Sandra Fox Bergstrom
ACADEMIC DOSSIER
The academic dossier consists of two essays, two problem based learning 
reflective accounts and two personal and professional learning discussion group 
process account summaries.
ADULT MENTAL HEALTH ESSAY -  YEAR 1
Edition 20(5) of The Psychologist had a picture on its front cover of 
DSM-IV burning. What issues might this raise for service users, 
psychiatrists, clinical psychologists and you?
INTRODUCTION
I chose this essay title as I feel that this is an area that encompasses a large part of the 
theory and practice of psychology, making it highly relevant for me as a trainee 
clinical psychologist. My academic and clinical experience has encouraged me to 
think about the use of diagnosis in mental health services and the purpose this system 
has. For a science that has such significant influence over the lives and wellbeing of, 
often, vulnerable individuals there are too many question marks present around 
psychiatric diagnosis to put me at ease. I was therefore curious to learn more about 
this issue from various perspectives in order to be better informed, not just in the 
debate around diagnosis, but also in my work with service users and in a 
multidisciplinary team.
I feel that in order to grasp the implications of the thought-provoking image on the 
front of The Psychologist edition 20(5) it is important to firstly look at the historical 
context in which the DSM-IV (Diagnostic and Statistical Manual of Mental 
Disorders) developed. Thereafter I will discuss the development of the anti­
psychiatry movement and its main arguments as this movement has led the critical 
perspective on psychiatry and the holy grail of the profession, the DSM-IV 
(American Psychiatric Association, 1994). I will then explore the issues that working 
without diagnosis might raise for service users, psychiatrists and clinical 
psychologists. I have chosen to reflect on the implications of these issues for myself, 
as a trainee clinical psychologist, throughout the sections rather than separately as I 
feel this risks taking my thoughts out of their context. Finally this essay explores 
alternative ways of working to enhance psychological wellbeing without the use of 
diagnosis.
Regarding the language used throughout this essay I may at times use terminology 
such as mental disorder or psychological illness. I am aware of the offensive 
connotations of these terms but have chosen to use these to illustrate psychiatric 
perspectives on psychological distress to the reader. I also refer to the client as he in 
my essay and stress this is an arbitrary choice. I also wish to clarify that I am aware 
of the psychiatric classification system, ICD-10 (International Classification of 
Diseases), developed by the World Health Organisation (WHO). However I have 
chosen to focus on the DSM-IV as the majority of literature focuses on this and this 
system is used within the National Health Service (NHS).
HISTORICAL CONTEXT OF DSM-IV 
Early Psychiatric Classification
It has been argued that the history of American psychiatry, which is the foundation 
of today’s DSM-IV, began with the work of Benjamin Rush in the 18* and 19* 
century. As an acknowledged scientist of his time. Rush’s greatest contribution to his 
profession was his psychiatry textbook. Medical inquiries and Observations upon the 
Diseases of the Mind, where he asserted that causes of mental illness can be located 
in the blood-vessels in the brain and that these functions rely on the same physical 
processes as any other bodily ill. He continued by defining the concept of sanity and 
insanity by stating that the former is the ability to think and act like the majority of 
men, whereas insanity is nonconformity to these dominant cognitive and behavioural 
patterns. Rush concluded that the physician is the best judge of who is sane or not (as 
cited in Szasz, 1971). As a prominent political figure. Rush played a major role in 
establishing the American Psychiatric Association (APA), then referred to as the 
American Medico-Psychological Association (Shorter, 1997).
Parallel scientific attempts to gain insight into the nature of mental illness were also 
made by Rush’s contemporaries in Europe during the nineteenth century. The 
German physician Emil Kraeplin had an interest in the progress and outcome of 
mental disorder. Based on this comprehensive research Kraeplin concluded that 
psychiatric illness, which he assumed was a disease of the brain, could be divided
into separate types. He named these dementia praecox and manic-depressive illness, 
what we now refer to as schizophrenia and bipolar disorder, and justified the division 
of these based on their distinct symptoms. Kraeplin’s work with classification of 
mental disorders is recognised as one of the most important contributions to modem 
day psychiatry and diagnosis (Noyes, 1954).
The Development of DSM-IV
During the early twentieth century individual psychiatrists mainly used the basic 
diagnostic criteria developed in the nineteenth century to collect annual asylum 
statistics. However due to increased pressure in 1908 fi*om the Bureau of the Census 
to gather information on nosology, the APA and the National Committee for Mental 
Hygeine published the Statistical Manual for the Use of Institutions for the Insane in 
1918. In 1933 psychiatry became an officially accepted speciality of medicine as 
APA wrote the psychiatric sections of the Standard Classified Nomenclature of 
Disease published by the New York Academy of Medicine. DSM- I was published 
by APA in 1952, partly as a response to the psychiatric challenges resulting from 
Word War II, followed by the revised DSM-II in 1968 (Shorter, 1997).
With different focus of research in different nations and consequential influence on 
practice, the profession developed differently in Britain and America. This became 
obvious in studies like that of Kendell et al. (1971) where American and British 
psychiatrists diagnosed schizophrenia in a patient 69 percent versus 2 percent of the 
time. This pointed to a serious lack in scientific grounding of psychiatry. Subsequent 
work by Erwin Stengel emphasised this gap in reliability in clinical diagnosis 
between practitioners and Kramer’s cross Atlantic study concluded that a revival of 
psychiatric diagnosis would be necessary in order for psychiatry to establish itself as 
a tme medical science (as cited in Shorter, 1997). Over a decade later DSM-III was 
published. This incorporated a multidimensional perspective on psychiatric illness 
and diagnosis. The revised version, DSM-III-R, was published in 1987 and aimed to 
clarify diagnostic criteria and like the previous edition also outlined descriptive 
information rather than aetiology. The most recent edition DSM-IV was published in 
1994 out of the review and reanalysis of the extensive research findings that were
facilitated by its predecessors. The purpose of this has extended from being a 
descriptive tool to an instrument to generate statistical information on public health 
that facilitates research, teaching, clinical practice and aids communication between 
multidisciplinary professionals (DSM-IV, 1994). It also serves a practical purpose in 
terms of determining drug treatment for patients (Shorter, 1997).
THE ANTI-PSYCHIATRIC MOVEMENT
Historical Context
As a response to the establishment of the profession of psychiatry and its use of 
diagnosis, a movement began to develop in Europe and America around the mid 
twentieth century commonly referred to as the anti-psychiatry movement. Szasz 
(1971) states that the birth of science saw a theological explanatory framework being 
abandoned for a scientific one leading to significant change in the public mind on 
various issues. However this progress brought about by the natural sciences was not 
accompanied by a similar revolution in the social sciences where Szasz argues one 
torturous intervention follows another such as medication, electroconvulsive therapy 
(EOT) and lobotomy. During the eighteenth and nineteenth century human 
experiences and nonconforming behaviour that had previously been conceptualised 
in theological terms were now interpreted from a medical perspective, seen as 
physical illnesses and given medical names.
Diagnosis and the Pharmacological Industry
With the quick rise of the pharmacological industry, a symbiosis between this and 
psychiatry has developed where the former relies on the latter’s assumption that 
significant psychological distress can be classified and given a distinct psychiatric 
diagnosis (Moncrieff, 1997). The latter on the other hand welcomes multimillion- 
dollar pharmaceutical companies’ funding of research into the potential 
physiological causes of psychiatric illness. Additionally, these investments are 
interpreted as evidence of the validity of the medical model and the concept of 
psychiatric illness and diagnosis (Bond & Lader, 1996). This makes me question
what processes are at work within these industries in the face of a serious lack of 
evidence from biological and genetic research into potential causes of mental illness 
(Moncrieff, 1997). Cooper (1978) commented sarcastically that the only person who 
knows why some psychiatric drugs work, or at least reduce behavioural symptoms, is 
the accountant of pharmacological companies.
The ‘True’ Purpose of the DSM-IV
Szasz (1991) argues that the real purpose of DSM-IV is poles apart from the purpose 
outlined by the APA (1994). Although he acknowledges that diagnosis serves a 
scientific purpose by facilitating research, Szasz states that the use of diagnosis also 
serves a firstly legal and secondly professional purpose. The former, by justifying 
“state-sanctioned coercive interventions outside of the criminal justice system” 
(Szasz, 1991, p. 1576) and the latter by increasing the influence and status of the 
medical profession and its monopoly of public services. Thirdly, Szasz (1991) states 
there is a personal purpose to the system as it ensures public, legal and media support 
for discrimination, positive and negative, of individuals given a diagnosis. Lastly, 
Szasz states that medical diagnosis serves a political and economic function by 
providing justification for the planning and implementation of public health 
promotion and increasing chances of receiving research funding. It also contributes 
to the development of capitalist societies as it justifies the enormous profits of 
pharmaceutical companies thanks to their vast investments in psychotropic 
medication (Cohen et ah, 2001). Moreover the acceptance of a biological basis for 
psychological distress and medication as its cure has led to the emptying of 
expensive asylums and instead moved psychiatric services into general hospitals. 
Thereby the medical basis status of the psychiatry and the legitimacy of diagnosis 
have been further reinforced (Moncrieff, 1997). A more specific political incentive 
for the use of diagnosis is that by medicalising psychological distress, and relying on 
drug therapy to treat it, it locates the causing agents within individuals rather than in 
society. This conveniently ensures that unhealthy societal processes do not have to 
be addressed by the government (Wilkinson, 1997; Smail, 1993). Upon reflection I 
feel that this denies the existence of diversity within our population and assumes that 
there is a given norm, which we should all adhere to, despite our culture, beliefs.
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gender or socioeconomic background. I worry that such a denial can be very 
disempowering for any individual or group that does not fit into the dominant, 
narrow role of a so-called healthy individual.
Validity of Psychiatric Diagnosis
As explored above, the anti-psychiatry movement argues that psychiatry has a vested 
interest in the acceptance and use of diagnostic criteria as it links it with the medical 
community and forms the foundation of a medical science (Boyle, 1999). The 
movement is also questioning the validity of psychiatric diagnosis. It argues that 
sanity is a modem idea that has, due to the power of medical profession, now been 
assumed to be a valid concept. Pilgrim (2000) explored what makes psychiatric 
diagnosis invalid and concludes that it is nothing more than a social constmction, 
which has little or no advantage over lay terms of the broad range of human 
behaviour that exists. He discusses how although diagnosis may be somewhat 
reliable, as psychiatrists have been trained to use it in the same way, this does not 
predict validity. The fact that individuals can be given the same diagnosis despite not 
sharing any symptoms and the random choice of number of symptoms required for a 
diagnosis support his argument further.
Diagnosis and Power
There is evidence suggesting that factors other than symptoms predict a diagnosis 
such as belonging to a lower socioeconomic group (Barnes & Bowl, 2001) and being 
a member of an ethnic minority (Fernando, 2008; Karmi, 1993) and gender (Newnes, 
1999). This demonstrates the social inequalities and power dynamics at play in the 
use of diagnosis. I feel it is important that we remain critical to the dominant 
discourse within the mental health system and remind ourselves of our 
responsibilities as professionals to foster psychological wellbeing (Boyle & 
Whiteley, 2003). By pathologising natural human experiences we deny that tragedy 
is a part of life. I agree with Szasz (1987) who argues that mental health services 
need to operate true evidence based practice rather than relying on metaphors as 
opposed to facts.
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A MENTAL HEALTH SERVICE WITHOUT PSYCHIATRIC DIAGNOSIS 
Implications for Service Users
As a believer in the political function of DSM-IV I am naturally open to the positive 
consequences that abandoning this system would have for service users. Although I 
take this position as manifested in my reflections throughout this paper I have 
realised whilst reading for this work that this issue is more complex than I originally 
envisaged. I shall explore some of these issues below.
One of the important issues discussed in this debate is the stigma attached to being 
diagnosed with a psychiatric illness and the labelling this entails (Read & Baker,
1996). The discrimination that the label of a diagnosis brings, such as 
unemployment, lower income, poverty, homelessness and lower social status, often 
adds significant distress to that caused by the actual psychological complaints 
(Barham & Hayward, 1995; Campbell, 2007). Not surprisingly, the social exclusion 
experienced by psychiatric patients exacerbates distress and social deterioration 
(DCF, 2000). As the DSM-IV is simply a descriptive instrument it removes personal 
meaning from psychological distress and psychotic experiences. Thus psychiatric 
diagnosis disconnects individual experiences from their context, which reduces 
service users’ as well as professionals’ understanding of these and fails to 
acknowledge that they may be natural responses to environmental factors (Smith, 
2005). This can be an incredibly disempowering experience as testified by May 
(2004). It is easy for a diagnosis to become a fixed part of an individual’s identity 
due to prejudices and stigma attached to it alongside derogatory terms such as 
‘schizophrenic’ implying the person is the illness. I believe that abandoning 
psychiatric diagnosis will have significant implications for the discrimination of 
mental health service users, as policy makers, the media and public might be forced 
to question the taken-for-granted discourse around psychological distress and 
reconceptualise this, which would hopefully lead to more inclusive social policies.
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In a holistic service that works with psychological formulation rather than with 
diagnosis the treatment barrier that psychiatric diagnosis forms would be removed 
(Johnstone, 2008). Hence the service user would be more likely to be encouraged to 
explore how problems developed and their underlying causes both within 
intrapersonal, interpersonal and larger social contexts. This can be an empowering 
process for client as he is seen as an expert by experience, trusted with responsibility 
over his own life and involved in the planning of his own care (Repper & Perkins,
2003). Rose (2001) found that this is far from common practice in current mental 
health services. The consequences of implementing this approach would be an 
individually adapted therapy, which would include not just the individual but 
potentially also family systems, support groups and communities. Compared with the 
psychiatric approach using diagnosis and psychotropic medication, which aims to 
simply reduce or manage symptoms and often have debilitating side effects (Healy,
1997), a more holistic recovery approach has a powerful advantage as it draws on a 
person’s strength and resilience (Rose, 2001).
Public acknowledgement of the lack of validity of the DSM-IV would also highlight 
serious limitations of legislations based on this such as the Mental Health Act 2007, 
which partly relies on psychiatric diagnosis. Similarly it would challenge 
Community Treatment Orders (CTO) and compulsory treatment, which have largely 
come about as a consequence of violent offences committed by a significant minority 
of psychiatric patients but negatively impacting on and restricting the liberties of a 
much greater number of people (Moncrieff, 1997). I find the uncritical use of DSM- 
IV by professionals, which in itself reinforces its legitimacy, frightening as 
legislations such as the Mental Health Act 2007 and CTOs have such a major impact 
on vulnerable individuals’ lives and is based on a system that lacks validity. This was 
explored by May et al. (2003) who argued that CTOs breach Article 5 of the UN 
Declaration of Human Rights. Through my reading I realise that there is another side 
to the coin in terms of legal implications. By abandoning diagnosis and the idea that 
mental illness is a disease of the brain, which robs the individual of his mind and 
thus responsibility, an assumption is made that an individual with no psychiatric 
disorder has a functioning mind, which governs his free will. This means that 
positive legal discrimination of mentally ill individuals through an insanity defence
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should not lead to acquittals of the defendants (Szasz, 1991). Other difficulties some 
service users might face in a society without psychiatric diagnosis would be access to 
benefits and protection against discrimination under the Disability Discrimination 
Act 1995 (Campbell, 2007). Although this may be a catch 22 as without diagnosis 
discrimination would likely be less prevalent. My clinical experience also makes me 
consider the potentially containing function of diagnosis as it offers a framework for 
thoughts, emotions and behavioural patterns, which without diagnosis may seem like 
a never-ending list of problems. Clients can see diagnosis as a relief and a one word 
explanation for an otherwise overwhelming host of problems. I have worked with 
clients who reported that a diagnosis can be empowering as it allows them to search 
the internet and seek their own methods of getting help.
Implications for Psychiatrists
In order to be part of the medical community, psychiatry relies on a classification 
system of mental diseases. A medical classification system should ideally say 
something about aetiology, suitable treatment and prognosis (DCF, 2000). As 
discussed above the DSM-IV meets none of these criteria but is a descriptive tool at 
best. However, Frances and Link-Egger (1999) pointed out that all identified medical 
disorders originate from simple descriptive diagnosis, which aids research and the 
development of understanding leading to aetiological diagnosis. I question whether 
this argument justifies using the current fragmentary system of DSM-IV on 
vulnerable individuals as it has such extensive negative impact on service users’ 
lives.
From a safeguarding perspective, working without diagnosis would cause significant 
challenges for the psychiatric profession. In terms of protecting individuals who may 
be at risk to themselves and others the Mental Health Act 2007 currently provides 
clear guidelines on this issue. However as this legislation relies on the concept of 
mental disorders, as defined by DSM-IV, it would be inconsistent with a mental 
health system working without diagnosis. This may lead to difficulties justifying 
decisions around detention as there would be no Act to support these.
14
Although it would shake the core of the profession I believe that working without 
diagnosis may provide the psychiatric profession with new opportunities. By not 
being restricted to biological explanations of psychological distress the psychiatrist 
can work holistically and collaboratively with a client to build an understanding of 
his role within larger systems (Angyal, 1948). A holistic understanding of mental 
health would may also stimulate new research and potentially redistribute funding 
towards more psychosocial projects. Furthermore a less authoritarian mental health 
system could liberate psychiatrists from their two incompatible roles as therapists 
and their detaining role (Szasz, 1974). Another important benefit of a progressive 
psychiatric service would be a more open attitude towards critical perspectives, 
which would hopefully put an end to the ‘witch-hunt’ of critical psychiatrists, rather 
than perceiving these ideas as threats to the scientific status of psychiatry (James, 
2001). These factors may also help with the current recruitment crisis of psychiatrists 
as the motivations to join the profession would change according to new 
responsibilities (Dein et ah, 2007). In light of my placement experience I also feel it 
is important to stress that issues around general psychiatry are not necessarily 
applicable to individual psychiatrists. I have had opportunities to observe 
psychiatrists and become aware that some practitioners lean more heavily on 
diagnosis than others who often present a formulation, which includes a diagnosis 
rather than only a diagnosis.
Implications for Clinical Psychologists
Clinical psychology has worked hard to establish itself as a science. As a social 
science it has maintained openness to multiple explanations of psychological distress 
and strived towards an integrative model of social, psychological and biological 
factors. Clinical psychologists’ use of psychological formulation place them in an 
even stronger position, if psychiatric diagnosis is abandoned, as these two models are 
conflicting in their very essence, as one argues psychological complaints have a 
biological cause and is therefore an illness and the other states that they are a natural 
response to a person’s environment. By drawing from scientifically derived theories 
and evidence clinical psychologists are able to build a broader picture of a client’s
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difficulties. Thereby formulation allows the client to see meaning in experiences and 
can empower a person to use this as a means for positive change and personal growth 
(Johnstone, 2006). This process facilitates the therapeutic alliance, as the treatment is 
client based rather than therapist centred. Findings from numerous studies have 
demonstrated that the therapeutic relationship is the single most important predictor 
of treatment success (Lambert & Barley, 2001; Krupnick et aL, 2006). Collaborative 
work and clients feeling valued and respected are significant factors in this (Horvath 
& Greenberg, 1994). Clinical psychologists’ mutual reliance on clients in developing 
a formulation, in comparison with the expert position psychiatrists inevitably take 
when using psychiatric diagnostic systems, place them in a strong position in a 
mental health service working without diagnosis. As clients feel valued by 
practitioners their involvement in the planning and running of mental health services 
is encouraged. This participation is something that clinical psychologists benefit 
significantly from, as their information sources for understanding psychological 
experiences and difficulties diversify. As this information is integrated into services 
the collaborative relationship between service users and clinical psychologists is 
strengthened and the important role of this professional group is reinforced (NSF; as 
cited in Barnes & Bowl, 2001).
However working without diagnosis would also raise some difficulties for the 
profession. As a trainee clinical psychologist, I am confused by the double messages 
that the profession sends out. Despite publicly distancing themselves from psychiatry 
and the use of diagnosis, the profession appears to adopt psychiatric classification 
when convenient (Pilgrim, 2000). I have experienced this both in psychodynamic 
and CBT based departments, where practitioners use this diagnostic terminology. 
When asking about the role of diagnosis in psychology I have received the answer 
that it facilitates communication about clients with other professionals and is a useful 
guide for interventions. Moreover much of the research in clinical psychology uses 
diagnostic criteria to select participants in clinical trials. Boyle (cited in Johnstone & 
Dallos, 2006) summarised these issues well by identifying that if psychological 
formulation serves the purpose it claims to serve psychiatric diagnosis would not be 
used.
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This raises various issues for me. I feel that the profession will need to address the 
inconsistencies explored above if they are to gain full independence from psychiatry, 
be recognised as a distinct science and grow in a progressive mental health service 
without diagnosis. I believe such a service would push more clinical psychologists 
out into communities and into active roles of promoters of service user and carer 
networks. I also hope that a future without psychiatric diagnosis would welcome 
clinical psychologists into political policy maker positions to ensure that social 
factors that lead to psychological distress can be prevented from grass root level.
ALTERNATIVE WAYS OF WORKING 
Service User/Survivor Movement
Alongside the anti-psychiatry movement, a parallel movement made up of mental 
health service users/survivors began to develop during the 1970s in Britain and 
established itself during the following two decades. Although the interests of these 
two movements are analogous at times they often have their focus set on different 
issues. The user movement is actively involved in work to combat social stigma and 
discrimination in areas such as employment, promoting social inclusion and recovery 
as well as facilitating access to benefits for service users. This work has led to a 
public recognition of the necessity of involving service users in the planning and 
delivery of services, user led advocacy and in policy making. Hence a major role of 
user led organisations is now also statutory consultation. By having a significant 
impact on the services they use, clients are better able to shape these according to 
their diverse needs and thus benefit maximally from their care (Sainsbury Centre for 
Mental Health, 2003).
Recovery Movement
As anti-psychiatry and the user movement share common ideas, so do the latter and 
the recovery movement, which has developed out of deinstitutionalisation and the 
narratives of individuals experiencing mental health problems (Shepherd et al., 
2008). The philosophy behind the recovery model is a more realistic approach to
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what it actually means to make progress in relation to psychological distress. It 
distances itself from the concept of cure and argues that recovery is a personal 
journey of understanding one’s experiences, their origin and purpose, accepting 
psychological distress and not allowing these to restrict growth and well-being 
(Anthony, 1993). Recovery can be measured at clinical and social level such as 
through employment, no use of medication and community involvement. There are 
also personal and existential aspects of recovery, which is about gaining resilience 
and hope through independence, responsibility and a stable sense of identity. The 
recovery approach is generally seen amongst user groups as having significant 
advantages compared with the traditional psychiatric approach, which is more 
focused on the maintenance of symptoms through medication, often has a negative 
outlook on prognosis and fosters dependency on services (Roberts & Wolfson,
2004).
A Holistic Service and Choice
A service that welcomes service users with curiosity about how to best help the 
individual understand his difficulties, develop strength to manage these and which 
provides him with a genuine choice over his treatment will increase the person’s 
chance of recovery (DCP, 2000). Holistic services that hold service users’ interests at 
the core of their ethos are more likely to succeed in engaging and meeting the needs 
of their users as these are defined by clients rather than professionals (James, 2002).
Community Psychology
Another area that requires further professional investment is community psychology. 
This model recognises that psychological distress develops within larger social and 
environmental contexts. Collaboration between service users, community members, 
local organisations and professionals is essential within a community psychology 
approach. It acknowledges that successful interventions include active preventative 
work through education, community involvement, readily accessible support 
systems, assertive outreach work, improving local environments and working from 
alternative settings (Lightbum & Sessions, 2006). In relation to the role of clinical
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psychologists within this model, Holmes and Newnes’s (2004) paper on poverty and 
community psychology raised some questions for me about how broadly clinical 
psychologists can work before they impose on other professionals’ responsibilities 
and lose their clearly defined identity.
Formulation
Using formulation can provide a more meaningful way of understanding 
psychological distress and a powerful alternative to psychiatric diagnosis. I wish to 
include formulation in this section but chose to focus my reflections on this practice 
under the heading a mental health sei^ice without psychiatric diagnosis- 
Implications fo r  clinical psychologists, as formulation is a core competency of 
clinical psychologists (BPS, 2006). Formulation raises some issues or me in terms of 
research. It is difficult to test the robustness of formulation in terms of validity and 
reliability. I wonder who should determine this, clients or professionals, and whether 
it is important that more than one professional come up with same formulation for a 
client to establish reliability. When reflecting on the client’s perspective on 
formulation it may be confusing if he is seen by therapists using different therapeutic 
approaches.
CONCLUSION
In this essay I have explored the development of psychiatric diagnosis and the anti­
psychiatry movement to provide a historical and social context to my explorations on 
the issues that working without diagnosis would raise for clients, psychiatrists, 
clinical psychologists and myself as a trainee. By abandoning diagnosis, and with the 
changes this move would entail, clients would become the experts in mental health 
services. Therapeutic interventions should be truly collaborative to ensure that power 
and authority over a client’s life is in his own hands. This is the vision that inspired 
me when I applied for clinical training. I want to meet each client with an open mind 
and curiosity that can help us both to understand his experiences and needs better. 
Although I feel that this approach will certainly be uncomfortable at times I believe 
this is true client focused therapy. The role of psychiatry will undoubtedly need to
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change in a mental health service rejecting diagnosis. However I do think that 
psychiatry can use this to their advantage and embrace new ways of working. In 
terms of the implications for clinical psychologists, services working without 
diagnosis would benefit significantly from the expertise of this professional group as 
they provide alternative perspectives on psychological distress, through 
psychological formulation, which informs understanding of causal factors, 
intervention and empowers the client.
Working without diagnosis will require change on various levels. New ways of 
communicating about psychological distress that are inclusive and meaningful need 
to be developed to facilitate communication within multidisciplinary teams and with 
clients. Service users’ voices must be heard and be fully incorporated in mental 
health legislation and services. Although these are considered through statutory 
consultation they are not reflected to the extent they should in actual clinical settings. 
It is important that both legislations and services support diversity and independence 
even when the majority cannot see value in alternative lifestyles and beliefs.
As reflected on throughout this essay, adhering totally to diagnosis and equally 
totally rejecting it has repercussions. It is difficult to understand a system based on 
only fractional information, which is what the DSM-IV offers. It is therefore vital 
that not just service users are the focus of attention in this debate but also that the 
mental health system, societal processes and political motivations are considered as 
these aspects form part of the same system. I feel that adopting a questioning mindset 
is the only way to ensure that dominant discourses on psychological distress can be 
challenged and that a future mental health service can progress to truly serve and 
prioritize its users’ needs rather than political interests or those of the professionals 
within it.
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PROFESSIONAL ISSUES ESSAY -  YEAR 2
Emancipation versus Empowerment (Stickley, 2006)? Is the involvement of 
service users and carers in the development and planning of mental health 
services perpetuating existing power imbalances?
INTRODUCTION
There are a number of reasons why I chose to write this essay. Firstly, as a trainee 
clinical psychologist I am frequently reminded of the challenges mental health 
service users and carers face. Not only with managing psychological distress, but 
unfortunately also from the services that should support them and hear their voices. 
Seeondly, this essay allowed me to explore Stickley’s (2006) arguments around the 
role of the dominant discourse in mental health and its implications for service users 
and carers. Thirdly, I felt it was important to learn more about how the power 
imbalance between service users, carers and mental health professionals is 
maintained, in order to be in a better position to change things as a developing 
clinician.
It is important to acknowledge the diversity amongst people who use mental health 
services, which is reflected in the range of terms service users use to describe 
themselves such as survivor or patient. I have chosen to use the term seiwice user 
throughout this essay, partly because it is the term used in the essay title but also 
because it is the term used in the majority of literature. I do not imply that this term 
does not carry with it connotations. However, I would argue that the term service 
user does not suggest what experienee or views an individual have of mental health 
services, so it is therefore less charged.
Moreover, researeh indicates that service users and carers do not necessarily share 
the same agendas (Wallcraft & Bryant, 2003). Nonetheless many of their concerns 
are shared and the majority of issues explored in this paper are relevant to service 
users and carers alike. Therefore, for the purpose of this essay I shall discuss these 
two groups jointly.
26
I am aware that there are numerous factors that are highly relevant to the topic of this 
essay. However, it is beyond the scope of this paper to attempt to explore them all. I 
have therefore chosen to focus particularly upon the role of language in perpetuating 
existing power imbalances, with only brief exploration of some other factors that 
contribute to these.
In order to discuss empowerment, emancipation and power imbalances I feel it is 
important to first briefly comment on the development of the service user and carer 
movement. Thereafter I shall outline the argument of Stickley (2006), whose paper 
forms the foundation of this essay. Then I will diseuss the role of language in 
maintaining power imbalances before I move on to explore emancipation, 
empowerment and the nature of power, particularly in relation to mental health 
services. Subsequently, I shall discuss additional factors that maintain power 
imbalances between service users, carers and professionals. Lastly, I will look at 
what the future might hold in store for us that would facilitate the progressive 
evolution of the service user and carer movement.
SERVICE USER AND CARER INVOLVEMENT 
The Development of a Movement
Although documents from the 1620s Bedlam demonstrate that service users 
organised themselves to stand up for their rights, it was not until the 1970s that there 
was an upsurge in serviee user groups across the UK. Many of these groups 
expressed a strong disagreement with psyehiatry and wanted to see significant 
changes made to the existing psyehiatrie system (Walleraft & Bryant, 2003). The 
1980s saw the international MindAVorld Federation of Mental Health Congress in 
Brighton, which marked an important point for service users and highlighted their 
collective coneems across nations. Simultaneously during this deeade community 
groups began to form, whose aim was to work with more local issues relevant to 
mental health (Campbell, 2005). During the 1990s the government could no longer 
ignore the inereasingly loud voiee of the expanding service user and carer 
movement. These developments together with the conservative elimate of the 1980s
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have triggered fundamental changes to the mental health system in the UK such as 
de-institutionalization and the idea of eonsumerism (Pilgrim & Waldron, 1998). The 
latter refers to the notion that assumes that service users are consumers of healthcare. 
However by adopting this discourse we fail to recognise the politieal motivations 
behind the use of sueh a discourse and that the rights of ‘consumers’ of mental 
healthcare bear little resemblance to those of consumers in the economic market 
(Ossoff, 2000; Speed, 2007).
Current Situation
The majority of policies dating back to the 1990s highlight the importance of 
involving service users and carers not only in individual care but also in development 
and planning of services (Department of Health, 1999, 2000, 2004).
The rational behind involving service users and carers involvement in the 
development and planning of mental health serviees is, according to Wetherell, to 
“‘improve clinical outcomes”, “better services and use of available resources” and 
“helping to challenge institutionalized thinking and discrimination”’(as cited in Soffe 
et ah, 2004, p.584). Others would argue this is simply rhetoric, an idea that will be 
explored further in this essay.
There are currently between 500 and 900 service user and carer groups across the 
UK (Campbell, 2005). Although their importance has been emphasised there is very 
little in the way of spécifié formal guidelines for groups and mental health services 
that answer the ‘how?’, ‘what?’, ‘when?’ and ‘where?’ questions around service user 
and carer involvement (Diamond et ah, 2003). This leaves room for tokenism and 
poor practice (Campbell, 2001, 2005; Rose, 2003; Connor & Wilson, 2006). The 
consequence is a mental health service that sends out an implicit message that is the 
very antithesis of that of the service user and carer movement.
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STICKLEY’S ARGUMENT
Stickley (2006) adopted a critical realist perspective^ on service user involvement. 
As the term indicates, the theory eneourages a critical approach to its objects of 
study, which may consequently facilitate emancipatory change processes (see Table 
1) (Archer et al., 1998). Stickley was keen to apply this theory to service user and 
carer relationships with mental health professionals. He proposed that the 
maintenance of existing power imbalances between these groups could be thought of 
in terms of existing language and discourse. Stiekley (2006) argued that mental 
health professionals who have been educated in the language of psychiatry 
automatically hold power, as this is the dominant discourse in mental health. 
Consequentially, those who do not master the dominant discourse are unable to 
influence legislative processes that underpin these, and thus remain powerless to 
change the system. Stickley (2006) stated that this reinforces existing power 
imbalances between serviee users and professionals. This renders a term such as 
empowerment, which is used to describe a purpose and outcome of service user and 
carer involvement, unhelpful as they have evolved from within the system. 
Furthermore, it implies that professionals are the ones that hold the power to 
empower service users and carers. However, due to its positive connotations it blinds 
all parties to the inequality that exists between service users, carers and 
professionals. Stickley (2006) stated that service users and carers need to adopt a 
discourse of their own, which is only possible if they organise themselves and work 
independently from services. Furthermore, Stickley argued that emancipatory 
approaches might be a more helpful way for service users and earers to work towards 
equality and change, as this would ensure that they are in control of the agenda and 
proeess rather than professionals.
1 Critical realists examine how things eome to pass, both in the natural and the social 
world. The theory argues that the only way to bring about change is by 
understanding the causal mechanisms of events and how these were triggered, rather 
than simply understanding the events themselves (Bhaskar, 1997).
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LANGUAGE AND POWER
A Theory of Language
The Safir-Whorf hypothesis aims to explain the central role of language. Its theory of 
linguistic relativity outlines how languages represent how different cultures perceive 
the world (Whorf, 1940; Sapir, 1970; Harris, 1988). Saussure (cited in Harris, 1988) 
argued that this encoding of our world is arbitrary in that any label can be given to a 
concept, i.e. the letters m-a-d-n-e-s-s, in this order, refer to the concept of mental 
distress. Together, the colleetion of letters and the coneept form a sign. However as 
soon as a sign is formed, its two building bloeks and the political interests 
underpinning the association between them, becomes invisible to people who use the 
discourse (Thomas & Wareing, 1999). The second theory of the Safir-Whorf 
hypothesis, linguistic determinism, explains how language governs what we can 
think and talk about, and thus how we see the world (Whorf, 1940; Sapir, 1970).
Power Theories
In order to understand how language might serve as a tool to maintain power 
imbalances, as well as to understand the coneepts of empowerment and 
emancipation, it is important to explore the meaning of power. There are numerous 
theories aiming to explain the nature of power and it is beyond the scope of this 
essay to discuss all of these. However, one important theory is that of Weber (as 
cited in Masterson & Owen, 2006). He argued that power can be understood as a 
constant sum. From a Weberian perspective, in order to even the power imbalances 
between service users, carers and professionals the latter group needs to relinquish 
some of their power.
A second power theory is that of Steven Lukes (1974), which propose that there is 
three dimensions to power, where the first dimension refers to overt deeision making. 
The second and third dimensions refer to more covert behaviour. The former 
includes power exercises such as controlling available treatment options or who is 
invited to meetings to ensure certain voices eannot be heard. The latter refers to more
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extensive practices and social constructions of reality that guarantee that power 
imbalanees cannot be challenged easily. The dominant discourse within psychiatry is 
a good example of Lukes’s third dimension of power. Lukes argued that for power 
imbalances to be challenged all three dimensions need to be addressed.
Foucault’s (1980) theories of power aim to explain how these powerful discourses 
are created. He suggested that diseiplines sueh as medicine, which according to 
western culture hold knowledge about the true nature of the world, construct 
discourses that determine the way we should view the world in order to beeome an 
accepted member of our culture.
Social democratic ideas can also provide an insight into power. They emphasise the 
importance of the distribution of socio-economie resources in determining who holds 
the power and argue that those who have little control over soeio-economic resources 
are left disempowered, which in turn increases the risk of mental health problems 
(Masterson & Owen, 2006). Applied to mental healthcare, this explains how power 
remains with professionals as they are the group in control of financial resources.
The Dominant Discourse in Mental Health
These theories help to explain how language can be used as a tool to maintain power 
(Thomas & Wareing, 1999). Orwell (1949) provides a clear example of this 
phenomenon in his novel ‘1984’ where the language ‘Newspeak’ was introdueed by 
the political regime to ensure only regime-friendly ideas could be expressed and 
prevent alternative thoughts being considered. By introducing this language and 
forbidding other languages the regime ensured they maintained power. Similarly, the 
dominant discourse within psychiatry has come to determine what we can think and 
talk about within the mental health system. As in ‘1984’, this discourse is serving the 
interests of the group who created it and ensures that they retain power. This is the 
reason why Stickley (2006) forms his ideas. As long as serviee users work from 
within the statutory system, they stand little chance of achieving any change as they 
are restricted by the dominant discourse within psychiatry.
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Mental health services, controlled by political interests, have created a discourse that 
service users and carers within current involvement models are forced to use in order 
to be heard (Cowden & Singh, 2007). Due to the restrictions of this discourse, little 
change can be made to the system. Thus the power imbalance between service users 
and professionals is maintained (Connor & Wilson, 2006). The political interests 
underpinning this dominant discourse are reflected in the paradoxical relationship 
between the diseourse and clinical practice, which is explored below. The use of 
terms such as partnership, experts by experience and consumers perpetuate existing 
power imbalances as they give service users the illusion of influenee and power but 
ensure that this remains safely in the hands of professionals (Skelton, 1994; Speed,
2007). Deeonstrueting these terms shows us that they are terribly misleading (Ossoff,
2000). At the same time, services users are described as irrational and unreliable. 
This effectively locates blame within the individual rather than within the system. 
This in turn justifies the need for professionals to manage the ‘mentally ill’ and thus 
reinforce their power (Bertram, 2002).
Power and Mental Health Services
Although the above theories all help to explain existing power imbalances, the 
complexity of mental health problems add additional challenges to the equation. The 
challenges that psychiatrists face differ significantly from those of the average 
medical doctor. Eastmann (1999) discussed how psychiatrists must have not only the 
best interests of service users at heart but also that of the public, when there are 
concerns about risk. Thus psychiatrists determine the role of the service user, and 
whether and when the person is a consumer, colleague, partner or patient. Bearing in 
mind Vassilev and Pilgrim’s (2007) arguments that emphasis on the protective role 
of professionals to manage risk posed by service users is another rhetoric to maintain 
existing power imbalanees; I wonder how empowering the current ways of involving 
service users and carers really are.
In line with Lukes’s (1974) third dimension of power and Foucault’s (1980) theory. 
Summers (2003) stated that the knowledge of the discipline of psychiatry is assumed 
to be objective and represent a truth. Thus, service users who express views in line
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with the medical model are heard, whereas those who are opposed to and challenge 
this are conveniently rejected through the rhetorie of the dominant discourse.
In 2009 the Swedish art student Anna Odell re-enacted, as part of her dissertation 
project, her own psychotic episode in 1995. She was detained and admitted to a 
psychiatric hospital. The purpose of her projeet was to give the publie an insight into 
the coercion and abuse of service users within the Swedish mental health system. 
This caused an outcry amongst the psychiatric profession and politicians who argued 
that she had acted unethically and wasted public resources. However, Odell 
aehieved something important with her work. This time those representing the 
system could not reject her arguments with the usual adjectives such as irrational 
and unreliable, so often used to justify the ignorance of the voices of service users, 
beeause she was no longer one (Moberg & Kindstrom, 2009; Cowden & Singh,
2007). This is a good example of how the dominant discourse within psychiatry 
justifies the need for professionals to manage the ‘mentally ilT and thus reinforce 
their power in relation to service users. OdelTs emancipatory action clearly 
demonstrated that when she exposed the system from the outside, which is what 
Stickley (2006) argues is the only way to achieve change, she posed a threat to those 
in power as her voice was heard by millions.
EMANCIPATION VERSUS EMPOWERMENT
The concept empowerment originates from collectivist social action in the United 
States in the 1960s and represented the united fight for political rights (Fitzsimons & 
Fuller, 2002; Masterson & Owen, 2006). It embraces the strengths and abilities of 
individuals and how these can be expressed with minimal intervention from mental 
health services. As the idea of consumerism within mental health services was 
introdueed in the 1980s, and the importance of service user and carer involvement 
became embedded in policy frameworks, this term was adopted into the dominant 
diseourse within psyehiatry and has became a common buzzword in services. The 
original connotations of empowerment changed and it is now suggestive of a process 
that professionals control and help service users and earers to achieve. On the other 
hand emancipation implies action towards democratic change, independently from
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services, which is controlled by service users and carers themselves (Beresford, 
2000; Stickley, 2006).
Table 1. Definitions o îEmpower dind Emancipate (Soanes & Stevenson, 2009).
Empower • verb 1 give (someone) authority or power to do something.
2 make (someone) stronger and more confident, espeeially in 
controlling their life and claiming their rights.
Emancipate • verb 1 set free, especially from legal, social, or political 
restrictions. 2 free (someone) from slavery.
In contrast to Stickley (2006), I wonder whether these two concepts lie at opposite 
ends of a dichotomous scale of utility. My experience from clinical practice suggest 
that by supporting individuals to make sense of their experienees, they become more 
able to manage these on their own and feel more in control of their lives. This is what 
literature would define as a process of empowerment. However, based on my work I 
feel that the journey does not end there. This newly discovered strength often 
facilitates service users or carers to engage more in their community, to join service 
user or carer groups and make their voiees heard. Similarly, I believe that adopting 
an emancipatory approach and working towards equal rights for ones own social 
group could leave a serviee user or carer feeling empowered. Hence, I wonder 
whether it may be unhelpful to view empowerment and emancipation as antithetical 
concepts.
However, as I mentioned above the label empowerment has come to be associated 
with a somewhat different concept since its adoption by the dominant discourse in 
psychiatry. In contrast to the original concept, it has beeome a tool in the 
maintenance of existing power imbalanees between serviee users, carers and 
professionals. Some might argue that service users and carers eould reclaim this term 
and thus change the eoncept of the powerful professional in charge of the process. 
On the other hand, reelaiming terms is difficult. An example of this from the debate 
around ethnicity and power imbalanees is black groups reclaiming the term ‘nigger’ 
as a positive indieator of ethnie identity. As long as oppression continues, with this
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term being used by the powerful group as a tool for maintaining power imbalanees, it 
is impossible to diseonnect it from its original coneept (Thomas & Wareing, 1999). 
In the same way empowerment might be an unhelpful term to use when working 
towards positive change for service users, as it has become an integral part of the 
dominant discourse within psychiatry.
Service user and carer involvement and approaehes working towards ‘empowering’ 
service users and carers has contributed to significant improvements in mental 
healthcare during the past three decades. Nonetheless, there is still little change on 
the controversial issues such as electro-convulsive therapy, psychotropic medication 
and compulsory admission under the Mental Health Act (MHA) (Ossoff, 2000). It 
appears that there is a need to alter the mode of input into services to achieve change 
on these established psychiatric practices and shift the power imbalance (Campbell,
2008). Adopting an emaneipatory approach controlled by service users and earers 
who are working independently fi-om services, outside the dominant psychiatric 
discourse, appears to be a more useful strategy to aehieve positive change in the 
future (Campbell, 2001; Hanley, 2005; Stickley, 2006).
However, it is important not to ignore the diversity amongst service users and carers 
in terms of their preferred approach. Some believe that working independently from 
services is the only way of achieving power and influence over agendas (Campbell,
2008). Others feel that it is essential to work from within services to achieve any 
significant change (Wallcraft & Bryant, 2003).
OBSTACLES TO EQUALITY AND POW ER BALANCE
Although language is a vital tool in the maintenance of power imbalanees, other 
factors also contribute to this and must not be overlooked. As I discussed above, 
changing the diseourse around mental health and its labels will not necessarily 
change the associated concepts and thus alter the way people think about the 
partieular issue (Thomas & Wareing, 1999; Ossoff, 2000). Diamond and colleagues 
(2003) argue that in order to achieve long-lasting change inequality must be 
addressed on the individual, organisational and societal level.
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Defence Mechanisms
Bertram (2002) explored some of the reasons why professionals, like the participants 
in Summer’s (2003) study, might resist service user and carer involvement from a 
psychodynamie perspective. He stated that professionals might find it too 
challenging to fully engage with the profound distress many service users and carers 
experienee. Instead defenee mechanisms are aetivated that protect professionals 
through splitting, leading to over-reliance on psychiatric or psychological 
understandings of serviee users’ experiences. This splitting could also cause 
professionals to projeet all anxiety and negativity onto service users in order to 
uphold a sense of power and identity.
Resistance from Professionals
One of the factors that prevent change within the system is professionals’ resistance 
to working with serviee users and carers, and sharing power (Summers, 2003; Soffe 
et al, 2004; Connor & Wilson, 2006). As Weber (as cited in Masterson & Owen,
2006) highlighted, in order to achieve a power balance the powerful group must 
renounee some of their power in favour of the less powerful. Service user 
involvement is particularly threatening in the light of findings such as those by 
Atkins and Christensen (as cited in Hossack & Wall, 2005). They found that there is 
no qualitative difference between the therapeutie work of paraprofessional service 
users and professionals, as evidenced by the treatment outcome of mentally 
distressed individuals. In line with Bertram’s (2002) refleetions above on defence 
mechanisms, if professional expertise is not essential we are left with the 
uncomfortable realisation that who we are, rather than what we know, is what 
determines recovery. This might be frightening for many professionals as this denies 
us access to the defence mechanisms we use to protect ourselves from service users’ 
and carers’ distress.
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Clinical Psychology
I also recognise that in order to preserve our own professional identity as clinieal 
psychologists it is easy to defend ourselves against the uncomfortable reality that we 
may also be perpetuating existing power imbalances. I feel it is important to be 
aware of this and not simply demonise other professional groups and diseiplines. 
Psychologieal treatment approaches such as CBT place the therapist in the powerful 
expert position and consequently the service user and earer in the reliant, dependent 
position (Proctor, 2003). Although clinical psychologists often use the term 
‘collaborative approaches’ when we talk about our work, I feel that this constitutes 
another example of how rhetoric is used to mask power imbalances between 
professionals and service users and carers. Additionally the new role of clinical 
psychologists as responsible clinicians may prevent us from working effectively with 
serviee users and carers as colleagues (Soffe et ah, 2004; ‘Mental Health Bill’,
2007). Many argue that it is not feasible to implement coercive practices on serviee 
users one moment and expect them to work with professionals as colleagues the next 
(Bertram, 2002; Campbell, 2005).
Representativeness and Diversity
Service user and carer groups have also been accused of not being representative of 
all service users’ and carers’ interests. This argument has often been used as a 
justification for a lack of action in favour of these (Forbes & Sashidharan, 1997; 
Campbell, 2001, 2005; Simpson & House, 2003; Fudge et al, 2008). Wallcraft and 
Bryant (2003) pointed out that the ‘representativeness’ argument is a poor excuse to 
ignore service users’ and carers’ voices. They stated that although the approach 
service user and earer groups want to take may differ, most agree on the end goal- 
equal rights and control over ones own life. Furthermore, there is no reason why we 
should assume that the service user and carer population is less diverse than the 
professionals that work with them (Crawford, 2001).
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Coercive Treatment
Existing legislation and psychiatric practices stand in stark contrast to policies 
embracing service user and carer involvement. Terms such as partnership and 
collaboration are incompatible with today’s MHA, compulsory admission and 
coercive practices. I feel that these locate power within the professional through the 
role of the responsible clinician who is in charge over the ‘irrational’ client. As 
briefly explored above, it is absurd to suggest that equal partnership, and shared 
power to develop and plan services, can exist between professionals and service 
users alongside these oppressive praetices (Ossoff, 2000; Campbell, 2008). This 
renders current involvement mere tokenism (Rogers et ah, 1993; Diamond et ah, 
2003).
Financial Resources and Research
Funding is a big issue that impacts on what service user and carer groups can achieve 
(Diamond et ah, 2003; Pilgrim & Waldron, 1998). According to Wallcraft and Bryan 
(2003), only 1.943% of service users involved in projects are paid for their work. 
Moreover, service user and carer involvement is frequently criticized based on the 
limited evidenee base supporting its effectiveness (Beresford, 2000; Campbell,
2001). However, this is understandable considering independent groups’ limited 
financial resources. This often forces groups to compromise their independence, as 
they often prioritize some involvement rather than none at all, by for example 
working from within statutory services or accepting funding from pharmaceutical 
companies (Wallcraft & Bryan, 2003; Campbell, 2005). Social democratic theory of 
power, discussed above, provides a good explanation for how restricting the financial 
resources of service user and earer groups provides another mean of perpetuating 
existing power imbalances.
Stigma and Discrimination
It is also important to reeognize the role of the larger societal system in this debate. 
Poverty, poor housing, exclusion from employment, education and the political arena
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form effective barriers to preventing service users and carers from achieving equality 
and gaining power within mental health services. Women, individuals with lower 
socio-economic status, black and minority ethnic (BME) groups are more likely to 
experience mental health problems (World Health Organization, 2002; Pilgrim & 
Rogers, 2008, Fernando, 2008). This reflects greater social power imbalances in a 
society that positively discriminate against middle-aged white men (Ussher, 1992). 
Discrimination against service users is not only institutional, it can also be overt. 
Read and Baker (1996) found that almost half of the service users they asked had 
experienced persecution.
THE FUTURE
The future holds a number of challenges for the serviee user and carer movement to 
tackle in order to achieve change.
Alternative Discourse and Practice
An alternative to the current dominant discourse in psychiatry must be developed to 
provide a more helpful way of thinking about mental health difficulties. This would 
help to change the current perception of mental health problems, which the dominant 
discourse controls. The implications for all professionals is that we need to actively 
challenge use of psychiatric jargon in all settings (Wallcraft & Michaelson, 2001; 
Masterson & Owen, 2006). One alternative to the psyehiatrie discourse and practices 
is the recovery model. This challenges the illness model and normalise mental 
distress by viewing it as a natural part of human experienees (Roe & Davidson, 
2005). It places the individual in the expert position, at the centre of the recovery 
process. This will have implications for professionals, who must prepare for changes 
to their role, loss of power but also great opportunities for working for serviee users 
and carers in a way that is meaningful to them (Masterson & Owen, 2006).
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Knowledge and Research
The current refusal to aecept paradigms other than the current scientific approach 
must be challenged. The feminist movement argue that it is an illusion that an 
objective truth, independent of our representation of reality, can be derived at 
through research (Ussher, 1992). Epistemological perspectives other than positivism^ 
should be recognised and utilized to expand the evidenee base and establish 
alternative understandings of psychological distress (Diamond et al., 2003; 
Campbell, 2005). Basset and colleagues (2006) stated that it is essential that we 
focus less on what our heads say and listen more to what our hearts say. Hence, the 
service user and carer movement need to build a more solid theory base focussing on 
issues pertinent to them, using a wide range of methods, to compete with the current 
medically dominated discourse and make their voiees heard (Beresford, 2000). 
Critical research requires vital input from service users and carers as direct 
experience provides a unique resource that should form the foundation of planning 
and development of better mental health serviees (Beresford, 2000).
A National Coordinating Body
The current lack of a national coordinating body for service users and carer groups 
need to be addressed. Firstly, the role of such a body is vital in order to bring 
together the diverse priorities of local and national groups and set a joint agenda for 
action. Service user and carers would need to set up this networking organisation as 
this would allow it to be independent of the constraining boundaries of the mental 
health system and its dominant discourse (Campbell, 2008). Secondly, this body 
would need to address the power hierarchies within their own organisations such as 
the underrepresentation of women’s and BME groups’ voiees (Wallcraft & Bryant, 
2003; Forbes & Sashidharan, 1997) in the debate.
2 Positivism is the dominating epistemological approach of modern w estern 
thinking and science. Its purpose is to derive at universal laws that can predict 
and elucidate occurrences in the natural and social world through empirical 
tests of hypotheses generated from theory (Giddens, 1974).
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Training and Education
Service users and carers are also vital contributors to the training and education of 
mental health professionals. This is where professionals are trained in the current 
dominant discourse of psychiatry (Basset et al., 2006). Thus, this is where important 
changes can be made to how mental distress is conceptualized and responded to. In 
this environment students can gain important insights into the experiences of service 
users and carers, which in turn can shape the development and planning of future 
mental health services (Connor & Wilson, 2006).
CONCLUSION
Service user and carer involvement to date has contributed to important 
improvements in mental healthcare. However, existing services still leave a lot to be 
desired. Due to the reasons explored in this essay, the changes required to shift the 
existing power imbalances between service users, carers and professionals can only 
be achieved through independence from statutory services. As the concept of 
empowerment has been adopted by the dominant discourse in psychiatry, an 
emancipatory approach, led by service users and carers themselves would be a more 
constructive approach to ensure important action for equal rights is taken.
Although the constraints of the dominant discourse play a significant part in 
maintaining existing power positions the issues discussed above highlight the need 
for change on all three of Lukes’s (1974) dimensions of power, in order for a power 
balance to be achieved.
This has implications not just for professionals and services. Service user and carer 
groups must also address shortcomings within their own movement in order to move 
forward. An open and democratic debate must be encouraged to allow for fears and 
challenges amongst all parties involved to be explored (Summers, 2003; Soffe et al, 
2004; Fudge et ah, 2008).
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PROBLEM BASED LEARNING REFLECTIVE ACCOUNT -  YEAR 1
The Relationship to Change
INTRODUCTION- THE CONTENT
During our first week on the course the cohort was split into four different groups, 
referred to as Personal and Professional Learning Discussion Groups. We were 
informed that these groups would remain the same for the duration of our clinical 
training and given a problem based learning (PEL) task with the title ‘the 
relationship to change’. We were instructed to spend the next five weeks preparing a 
twenty-minute presentation on this subject to the rest of the cohort and the course 
team members. In this essay I will reflect on this process in terms of the original 
problem we were given, the group work experience and the presentation. I will also 
consider how this relates to my clinical practice and the transition to becoming a 
trainee clinical psychologist. I decided to write this essay as a stream of 
consciousness, rather than split it into sub-sections, as this better reflects how I 
processed my experiences and learned from them.
THE PROCESS
My initial thought on the task was ‘what a vague topic’. I felt uncomfortable with the 
uncertainty that came with not having clear boundaries imposed by the task. Looking 
back now I wonder if its purpose might not have been the presentation itself but how 
we come to terms with its limitless nature and the apprehension of not being able to 
fully control the situation but let it run its course. Is this also what clinical practice is 
about to a large extent? Do I need to come to terms with the fact that I can never 
know what the outcome will be for a client? I think change is the only certain 
constant in the life equation but what we view as a positive change varies 
significantly between individuals and also within individuals over time. I wonder 
how will I come to terms with the uncertainty of a client’s recovery and begin to 
view this as a journey rather than craving to witness the end goal.
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After being given the task we went, away with our fellow group members and the 
facilitator to start our work. We began to politely discuss the topic. I was encouraged 
by the diversity within the group, not just in terms of our professional experiences, 
but also by the fact that the group included six different nationalities and various 
ages. I felt this would form a good foundation for an exciting and challenging 
learning environment. When we were asked who would scribe I immediately 
volunteered, as I was keen to let the other group members know that I would be an 
active contributor. Lots of areas related to change were brainstormed but it did not 
take long until individuals’ own interests became clear and the original politeness 
was but a memory. This caused tension within the group, which was mainly due to 
the significant differences in approaching the task. Some group members seemed 
comfortable to not narrow down the focus until a week prior to the presentation. 
Others, including myself, felt the need to go the ‘safe’ route and quickly agree on a 
topic. A couple of group members individually prepared potential presentations in 
between meetings and brought them to the next session. It was uncomfortable to 
witness how these suggestions were rejected, but also encouraging to see how these 
individuals did not conform to the social pressures of the group but remained 
independent. These responses were in line with Asch’s findings from his research on 
social influence and group processes (as cited in Levine, 1999). Asch found that a 
group member was more likely to be independent if they had a partner sharing their 
ideas, even when they were opposed by a larger group, than when they did not have a 
partner and where opposed by a smaller group. These findings made me wonder 
what the group dynamics would have been like if there had been only one person 
resisting the general consensus. These findings also made me aware of how difficult 
it may be at times to disagree with the general team consensus in my professional 
practice, but also highlighted how important it is that I do that when I feel it is 
imperative to ensure the services we provide continue to develop and progress. 
Group members became very emotional about the dynamics of the group. These 
constant heated debates made me anxious, as I was not directly involved and felt 
strongly for each parties. Although I am aware that this period was a particularly 
stressful one as we were all trying to get used to the great transition in our life of 
becoming trainees, wanting to be liked and form new friendships, I wonder how my 
anxiety around this conflict may manifest itself in my clinical practice and as a
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member of a multi disciplinary team. I was also frustrated by the constraints that the 
role of scribe imposed as I felt I could not get as involved in discussions as I would 
have liked. However in retrospect I feel that scribing also helped me to remain 
somewhat objective and less involved as I was busy taking notes of what was 
discussed.
Reflecting back on previous group work experiences I have had I felt that this 
experience was very different. For example as an undergraduate I often felt I was the 
group member with the most knowledge, a position I felt comfortable in as I felt in 
control. In contrast I now felt inferior to other group members, as I was impressed 
with their knowledge and interesting ideas. Although the transition from the 
comfortable position of experience to one of a novice is a challenge, I feel it is a 
positive one. I believe it is constructive for me to let go of my need for constant 
control, adapt to others’ ways of working and also rely on others for support. The 
issue of need for control was reflected in an experience I had at my placement. 
During a department training event on ‘Recovery’ many of my more experienced 
colleagues were very critical towards this new philosophy of working. I wonder if 
this approach may pose a threat to the authority and hence perceived sense of control 
of some professional practitioners? I am also curious as to how the involvement of 
service users and carers in the planning and work of services is affected by the fear 
that some professionals may experience of losing control in this area. I wonder how I 
can develop the courage to put my head above the parapet, both during my training 
and in my future practice, and speak out about the anxieties around loss of control 
that not only clients but also professionals experience, particularly during transition 
periods within the National Health Service?
During the PEL work I became aware of the discrepancy between how I perceive 
myself and how I act, and consequently come across to others. This incongruence 
caused me to experience cognitive dissonance. This was reflected in a comment 
made by a peer during a conversation about different roles within the group. He 
stated that despite me not having the chairing role I was the person who was holding 
these qualities during meetings. This statement shocked me. Part of me felt 
embarrassed to be perceived as someone who potentially steps on other people’s
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toes. Another part of me felt positively surprised as the comment pointed to my 
contributions to the group. I feel that being aware of the discrepancy between my 
beliefs about myself and my actions is helpful as it facilitates my clinical work 
through better understanding of clients’ predicaments when they experience 
cognitive dissonance. However it also causes a frustration, which Festinger (1957) 
argued is an effective motivator to seek change and integration of thoughts, feelings 
and actions. This is something I feel it is important to strive towards, as we 
encourage our clients to do so. Furthermore, if I do not convey a coherent sense of 
self, how clear will my communication be to the users of my services and how able 
will I be to support them in their own recovery journeys?
As we did not decide on the topic until the end of the project my normal learning 
style was challenged. Although I had originally looked forward to being challenged I 
felt uncomfortable with this. In hindsight I think I would like to see myself as an 
open-minded individual who likes to push her boundaries, but when these situations 
arise I am not always comfortable in them. A core skill of the clinical psychologist is 
supporting equality and valuing diversity as specified in the Knowledge and Skills 
Framework (DoH, 2004). Bearing in mind how uneasy I felt when my usual 
approach to group work was challenged by the diverse ways of working in the 
groups I wonder how I will respond when I am faced with a client that challenges me 
on some of my fondamental attitudes. I am aware that at these times good 
supervision is imperative, but I also ask myself if it is enough to deal with some of 
the potentially powerful emotions that may be stirred by clients. I wonder if this is 
why some professionals argue that personal therapy for clinical practitioners is 
essential and why this is a core requirement on training courses for related 
professions such as counselling psychology training and UK specialist registrars 
training in psychoanalytic psychotherapy (Bor & Watts, 1999; Mace, 2001)
A couple of weeks prior to the presentation I felt I could not bear the uncertainty 
around the topic of presentation anymore and when a peer suggested that we do a 
presentation on our experience of coming together as a group I, along with most of 
the group, was relieved. We explored various models that might explain what we had 
experienced as a group and agreed that Tuckman’s (1965) model of group stages felt
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apt and that this would form the spine of our presentation. This model helped the 
group to normalize the painful experiences of the past few weeks as the second stage, 
‘storming’, clearly specified that ultimately ‘performing’ as a united team is no 
effortless process.
Looking back, I feel that going through the ‘storming’ stage was the most important 
part in the group process, as it triggered interactions between group members that 
were more transparent than I believe would otherwise have been the case. During the 
conflict group members demonstrated their fears openly and most importantly it led 
to a constructive discussion within the group about our various styles of working, 
and basic ground rules for future sessions. Although it was anxiety provoking to be 
completely honest with relative strangers it was a great relief to feel that despite our 
differences we were finally working towards a common goal. This communication 
facilitated group cohesion and we all contributed actively to the final presentation. 
Maybe it was our challenging experience of the process and constructively managing 
this that made me so proud of our presentation or maybe it was the fact that we were 
the only group who had the courage to openly reflect on our experiences of the 
process in the presentation. I am not sure. However what I have learned is that 
painful conflicts can lead to increased group cohesion if they are constructively dealt 
with, although this does not always feel possible in the midst of contention.
CONCLUDING THOUGHTS
Through reflecting on my experience of the PEL group task I feel I have been able to 
see the experience from a meta-perspective, albeit coloured by my white, middle- 
class female perspective. This was difficult to do at the time as emotions stirred by 
group interactions pulled me into a subjective position. By looking at the content and 
process of our group work I have been better able to identify how this links the 
personal with the professional. It has also helped me to identify my strengths and 
weaknesses and I believe that my learning journey will be ongoing throughout my 
training and future practice.
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PROBLEM BASED LEARNING REFLECTIVE ACCOUNT -  YEAR 2
How do we know if Improving Access to Psychological Therapies (lAPT) is 
working?
INTRODUCTION
In the first week of my second year in clinical psychology training, my cohort and 
the third year trainees attended a meeting together where we were introduced to a 
Problem Based Learning (PBL) task. Department staff had allocated us into groups 
consisting of approximately eight people, half second and half third year trainees. 
We were informed that we had six weeks to work on and prepare a presentation on 
the problem ‘How do we know if Improving Access to Psychological Therapies 
(lAPT) is working?’. The task was to put together a consultancy report on how the 
effectiveness of the lAPT initiative can be assessed. In this account I will reflect 
upon the assignment we were given, how we worked together as a group on this task 
and the result of this work, the final presentation. I will also consider ethical issues 
that the task and groups process raised for me, and how these relate to my clinical 
practice and professional as well as personal development.
THE TASK
lAPT
When I learned about the subject we would work on I experienced both apprehension 
and excitement. As a trainee clinical psychologist in the National Health Service 
(NHS) I have learned about and experienced some of the both positive and negative 
consequences of the lAPT initiative on mental health services. The aim of lAPT is to 
reduce depression and anxiety rates in the population and support people to stay in 
and resume employment. This will, if the long-term implementation of lAPT proves 
to be effective, improve national finances in terms of increased tax contributions and 
decreased incapacity benefit payments (The Centre for Economic Performance’s 
Mental Health Policy Group, 2006).
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Diverse Opinions
In our initial meeting as a group it quickly became apparent how our views on lAPT 
differed significantly. I felt that our group mirrored the split I have experienced 
between other NHS mental health professionals on the issue of I APT. Both in my 
previous and current placements my supervisors and other staff members differ on 
how they perceive this initiative. Many feel that lAPT has brought attention to and 
investment into psychological therapies, which will benefit both service users, carers, 
communities and the profession itself (Marzillier & John, 2009). Others, such as 
McQueen (2009), feel that it has led to investment mainly into Cognitive Behaviour 
Therapy (CBT) at the expense of other therapeutic approaches, thus actually limiting 
the treatment options available to service users. Thus, the split in the group reflected 
how professionals in the NHS hold a diverse range of views on psychological 
distress and opinions on how to best manage it. However, although it may be 
challenging I feel it is important to recognise that this diversity in values is not 
necessarily unhelpful. In the same way as professionals differ on these issues; service 
users and carers are likely to hold diverse opinions on lAPT. Therefore, it is 
important that we embrace the diversity amongst professionals and approaches, as 
this will ensure that service users’ and carers’ varied needs are met. This is also in 
line with current policies, which emphasise the importance of choice for service 
users (Department of Health, 2005a, 2006).
The Role of Clinical Psychologists
Following on from this, the group’s discussion around the impact of lAPT also led us 
to reflect upon our future, as clinical psychologists, in the NHS after qualifying. 
Despite the importance of choice and respect for diversity, which is emphasised 
repeatedly in policy papers as mentioned above, the power of the National Institute 
for Clinical Excellence (NICE) guidelines in influencing commissioning into 
psychological therapies cannot be ignored. Based on existing research evidence, 
CBT is clearly in the lead and is the favoured approach amongst politicians, 
commissioners and managers of treating much psychological distress. This is 
something I have experienced in my clinical practice when supervisors have
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encouraged me to use CBT with clients that I feel are not suitable or do not respond 
well to this type of intervention. Simultaneously, my fellow trainees and I are told by 
our supervisors and tutors that we are not CBT therapists but have a much broader 
range of skills and knowledge to draw from in our work. This causes ethical 
dilemmas for me as I feel that I am, along with my colleagues, under pressure to 
practice in ways I do not always feel is in the best interest of the service user by 
managers who, based on lAPT and NICE guidelines, sometimes believe that CBT is 
a panacea to all psychological problems. Marzillier and Hall (2009) identified this as 
a major risk of the current, aggressive push for CBT in mental health services. 
Thinking about and discussing the task made me appreciate the challenge I, along 
with my colleagues, am faced with of merging the personal and professional when 
the values of my organisation do not always fit my own personal values.
After a discussion with my fellow group members I asked myself what our future 
employment situation might look like and where our responsibility to always work 
with service users’ and carers’ best interest in mind might lead us (British 
Psychological Society, 2005). I feel that our responsibilities necessitate an increased 
involvement in research to extend the current evidence base for alternative 
psychological therapies, as well as for CBT. Moreover, as our roles are changing in 
line with the New Ways of Working initiative (British Psychological Society, 2007) I 
feel we have been provided with the opportunity to introduce psychological 
perspectives on distress to other professions. This in turn can inspire managers, as 
well as staff, to think more broadly about mental health problems and appreciate the 
value of approaches other than CBT.
THE GROUP PROCESS 
Challenges
It soon became apparent that, apart from our diverse opinions on the task discussed 
above, our different thoughts on how to move forward with the task caused 
noticeable tension in the group. I thought about how this related to my own 
experience of working in Multi Disciplinary Teams (MDT) as a trainee clinical
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psychologist. Frustration and challenges of MDT work are experiences that I have 
explored in some depth with my supervisors. Tension is not just something that 
impacts negatively on MDT staff, but is also likely to filter down and impact 
negatively on service users and carers (Firth-Cozens, 2001a, 2001b). Fay et al. 
(2006) explored how we can maximize the MDT experience and concluded that 
positive team processes such as sharing a vision and having regular team contact was 
required to ensure MDT work is effective. In line with these conclusions, I believe 
that our common goal of sharing a valuable learning experience of the task itself and 
the group process as well as producing an interesting presentation, along with our 
regular contact, ensured that we were able to overcome the frustrations we were 
faced with. Our discussions around these experiences led me to reflect upon the 
value of good leadership, and how clinical psychologists need to rise to the challenge 
and accept invitations to adopt leadership roles within services to ensure psychology 
plays a major role within future mental healthcare (Department of Health, 2005b).
Valued Learning Experience
Although I initially experienced a little frustration with some other group members, 
as I felt that there was uneven input into the PBL task, I soon learnt the value of 
working as a group. I had originally invested much time and effort into this task. 
However, halfway through the group work I fell ill. This caused me to worry about 
how others would perceive me and whether they would feel annoyed with my lack of 
contribution, as I had felt irritated with what I perceived as others’ poor input. I was 
positively surprised when I was regularly updated with the group’s progress and 
given manageable tasks that I could do from home. Feeling that I was still an 
important part of the group made me challenge my own preconceptions and initial 
thoughts about people’s attitudes and work ethics. I felt I had been somewhat 
judgemental at the start of the group and valued the alternative lens I had been 
provided with by my fellow group members of viewing uneven input in a more 
forgiving way.
The group members’ different ways of approaching the task also added to my 
learning experience. My experience from last year’s PBL task of learning to trust
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others helped me to appreciate that we all wanted to produce a good presentation. 
Our different learning styles, experience and knowledge made my experience richer 
as my ‘activist’ way of working was complemented by ‘reflectors’, ‘pragmatists’ and 
‘theorists’ in my group (Kolb, 1984). The integration of these diverse learning styles 
was reflected in the presentation and made it a more balanced product, which I 
believe was valued by a wider audience than it would have had I done it on my own. 
Awareness of my preferred learning style is something that I have also benefitted 
from in my clinical practice. It has helped me to ensure that my preferred mode of 
learning does not dominate interventions with clients, for example by encouraging 
action at the cost of reflection. It has also been useful to explore this with my 
supervisors so that we can draw upon all four of Kolb’s (1984) modes of learning to 
facilitate my personal and professional development.
THE PRESENTATION 
A Shared Goal
Looking back upon the presentation I feel that the group, despite the challenges it 
faced whilst tackling the PBL task, managed to produce and deliver a presentation 
that integrated everyone’s views. Our shared goal encouraged collaboration and 
appreciation of others’ contributions. Through really listening to my peers I began to 
appreciate the huge complexity of the task, and of lAPT itself. I had originally held 
strong views about the strengths and weaknesses of the lAPT initiative. However, 
preparing the presentation with my group opened my eyes to the importance of 
debating this issue, as well as others, and expanding my understanding of things. No 
matter what the incentive behind I APT is, whether political, financial or good 
intention, or a bit of everything, I now realise there is no simple answer. In the same 
way I am beginning to understand that there is no straightforward answer to any 
issue. Nonetheless, based on both my clinical and personal experience I feel that 
discussing challenges we are faced with and listening to people’s thoughts is enough 
to settle most anxiety. This is an important learning point, which I endeavour to hold 
in mind both in my personal life and in professional settings where uncertainty and 
different thoughts around services and client care can be seen as a strength rather
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than an obstacle (Mason, 1993). Fay et ah (2006) discussed how high quantity and 
quality of MDT work is more common in teams with more diverse opinions and 
experiences, as long as group processes are positive. These can in turn can be 
facilitated by active listening, which is a valued tool in effective communication and 
has been demonstrated to be important not only for groups but also in individual 
development and therapy (Rogers & Farson, 1957; Ueland, 1992; Hoppe, 2006; 
Casement, 2009).
I feel it is important that I embrace the values underpinning the practice of active 
listening, not only in my clinical work but also in my everyday life. As Rogers and 
Farson (1957) stated, our basic values in life must be in line with those underpinning 
active listening in order for us to be genuine when using it. I feel this is something I 
need to mindfully reflect upon and practice in my own personal life during training, 
particularly when I am under stress and feel as though I am buckling under the 
weight of my workload. If I can apply these fundamental values not only to others 
but also to myself by genuinely listening to and respecting my own needs I will be in 
a much better position to find a balance between the personal and professional as 
well as to support service users and carers.
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PERSONAL AND PROFESSIONAL LEARNING DISCUSSION GROUP
PROCESS ACCOUNT -  Year 1
Summary -  September 2009
It has been almost one year since I began my journey on the doctorate in clinical 
psychology. At the very start of the course the cohort was divided into small groups, 
so called Personal and Professional Learning Discussion Groups (PPLDG). My 
group consisted of eight trainees. These groups would serve as forums where we 
could reflect upon our clinical practice, discuss clients we work with, share personal 
genograms and anything else we felt might be appropriate to explore together in this 
setting.
In this process account I explore my role and contributions to the group and think 
about how others viewed this. I also reflect upon how the group developed over the 
past year and dynamics within the group. Furthermore, I consider how these 
processes and experiences have impacted my clinical practice as well as my personal 
development.
Completing this assignment was an important learning experience. It was rewarding, 
but also challenging at times. I believe that developing the ability to reflect in a 
structured way is an on-going learning process for me. I have always prided myself 
on my creativity, which has demanded a more ‘free’ way of thinking. I feared that 
introducing structure and logic might impede this. I now appreciate the value of 
completing reflection-focused assignments as it helps me to use reflection and meta­
cognition both in my professional and personal life and communicate the rationale 
behind my practice more coherently to others. I feel this is an essential ability 
required of a reflective practitioner.
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PERSONAL AND PROFESSIONAL LEARNING DISCUSSION GROUP
PROCESS ACCOUNT -  YEAR 2
Summary -  July 2010
I am soon about to start my final year of the PsychD in Clinical Psychology and have 
now been a member of my Personal and Professional Discussion group for almost 
two years. In our first year we shared a lot together and grew into a closely-knit 
group. However, one year and much experience later we have developed and 
progressed to a new level, compared to where we were one year ago.
Many changes have occurred both in terms of group members’ professional 
experience, developments within the group and in people’s personal lives. All of 
these factors have naturally impacted on me as a person and as a clinical 
psychologist in training, as well as on the group itself. I have explored issues such as 
the role of personal therapy during training, the importance of giving and receiving 
feedback and development of essential leadership skills that can help us tackle 
challenges we face in our professional roles.
In this paper I will reflect upon these processes and make theory and practice links to 
clarify and illuminate these experiences. I have chosen to discuss my role in the 
group, the group process and development. I will also reflect on how the group has 
facilitated my professional development. These areas will be considered under 
separate headings to facilitate the reader’s comprehension of my story. I 
acknowledge that these experiences are all linked and I have tried to illustrate these 
links throughout the different sections to make the reading coherent.
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CLINICAL DOSSIER
The clinical dossier contains summaries of the five placements completed, four 
written case reports and one oral case presentation of clinical activity.
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OVERVIEW OF CLINICAL EXPERIENCE OBTAINED THROUGH
PLACEMENT
All service users and carers I have been privileged to meet and work with during my 
five placement experiences have come from a range of diverse backgrounds in terms 
of gender, socio-economic situation, ethnicity, sexual orientation and religion.
Adult Mental Health
This placement was based in two separate services; a psychotherapy department and 
a Community Mental Health Team (CMHT). Half a day each week during the 
second half of the placement period was also spent in an outpatient neurological 
service.
Clinical work: I worked with clients between 20 and 65 years of age who presented 
with mental health difficulties such as depression, obsessive compulsive behaviour, 
eating disorders, personality disorders, schizophrenia, violent behaviour and self- 
harm. The psychological approaches adopted were psychodynamic and cognitive- 
behavioural. I also carried out neuropsychological assessments with clients 
presenting with traumatic brain injury, various neurological conditions and dementia. 
Group work: I co-facilitated a cognitive-behaviour education group to service users 
within the CMHT with a social worker.
Service Development: I designed a leaflet on the services offered by the 
Psychotherapy Department.
Teaching and presentations: I did a presentation to a multidisciplinary team in an 
acute inpatient unit on the work of clinical psychologists. I carried out a teaching 
session to a social worker on cognitive behaviour theory and therapy.
Older Adult Mental Health
This placement was based in a CMHT for older people and in a physical 
rehabilitation clinic for older people.
Clinical work: I worked with clients between the ages of 66 and 91 years of age 
who presented with a range of difficulties with either psychosocial and/or biological 
causation. These included depression, anxiety, bipolar disorder, pain, challenging
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behaviour and dementia. The psychological interventions drew mainly on cognitive- 
behaviour and narrative models. Neuro-assessments were carried out with two clients 
around queries of dementia.
Group work: I facilitated one multi-disciplinary ‘fear of falling’ group session and 
co-facilitated a ‘recovery’ group with a clinical psychologist and a nurse.
Teaching and presentations: I carried out one presentation to the CMHT for older 
people on working therapeutically with depression, health problems and the National 
Institute of Health and Clinical Excellence (NICE) guidelines in this area. I carried 
out a teaching session to a physiotherapist around fear of falling and psychological 
factors impacting on falls.
Child and Adolescent Mental Health
This placement was based in two separate services; a Looked After Children’s 
(LAC) service and an adolescent mental health service.
Clinical work: I worked with young people between the ages of 2 and 17 years who 
presented with a range of presenting difficulties. These included challenging 
behaviour, eating disorders, depression, phobias, self-harm and substance misuse. I 
carried out behavioural observations and cognitive assessments, which formed a part 
of an extensive psychological assessment for the court around care proceedings, and 
of an autism spectrum assessment. My clinical work was informed by cognitive- 
behaviour, psychodynamic and systemic models.
Group work: I co-facilitated a group for foster carers with two clinical 
psychologists, which formed a part of the on-going compulsory foster carer training. 
Teaching and presentations: I presented a case of clinical activity to a children and 
adolescent mental health service psychology staff team.
Specialist Addiction Mental Health
This placement was based in an addictions treatment centre for day patients and an 
inpatient detoxification unit.
Clinical work: I worked with clients ranging between 24 and 67 years of age who 
presented with difficulties relating to substance misuse, often alongside other 
difficulties such as loss, trauma, depression, anxiety, psychosis, personality disorder 
and physical health problems. I organised and chaired Narcotics Anonymous (NA)
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presentations to the service users of two local teams. The therapeutic work mainly 
drew on psychodynamic, narrative and cognitive-behaviour models.
Group work: I co-facilitated a relapse prevention group with a clinical psychologist, 
and a women’s support group with an occupational therapist.
Research: I analysed transcripts using thematic analysis as part of a longitudinal 
study of people’s experience of recovery within the twelve-step approach.
Service Development: I assisted in the production of a leaflet regarding domestic 
violence and abuse for service users and was actively involved in two service user 
reference groups.
Teaching and presentations: I carried out teaching to a group of carers on the topic 
of ‘psychology, substance use and the carer experience'.
Learning Disabilities
This placement was based in a Community Mental Health and Learning Disabilities 
Team (CMHLDT).
Clinical work: I worked with clients between age 18 and 69 years with various 
psychological difficulties such as depression, anxiety, eating disorders, trauma, 
personality disorders schizophrenia and challenging behaviour. I carried out neuro­
assessments around queries of learning disability and dementia.
Group work: I co-facilitated a Recovery group with a clinical psychologist and set 
up a support group for carers.
Service evaluation: I initiated a service evaluation research project involving 
feedback from service users and carers. This also included the initiation of a regular 
service user reference group and the recruitment of a service user representative to 
form part of the CMHLDT.
Teaching and presentations: I held a presentation to the CMHLDT on service user 
involvement. I also carried out two teaching sessions jointly with a colleague with a 
learning disability to medical students on ‘communication skills when working 
people with learning disabilities’.
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SUMMARY CASE REPORT 1
Cognitive behavioural assessment, formulation and intervention with a woman 
presenting with general anxiety and specific anxiety related to eating
This case report outlines a psychological intervention with a white female in her late 
forties. The client was referred by her GP to the Community Mental Health Team for 
chronic anxiety, which caused her to avoid eating and low mood.
Information gained from a joint assessment with my clinical supervisor informed a 
cognitive behavioural therapy (CBT) approach to the presenting problem based on 
NICE guidelines (2004) recommendations for the treatment of anxiety. The Beck 
Depression Inventory-II and Beck Anxiety Inventory were administered pre-, mid- 
and post-treatment to monitor progress. A formulation was developed based on the 
information obtained in the psychological assessment. This was based on the 
cognitive model of anxiety (Beck et ah, 1985).
As the client was high functioning a brief CBT intervention of seven sessions was 
offered. The main goals of treatment were to reduce and manage anxiety and to 
enable the client to maintain a healthy diet. It was hoped that achieving these goals 
would help to lift her mood. The intervention plan had four components; psycho­
education, a behavioural phase, a cognitive phase and relapse prevention.
The intervention led to improvements in the client’s anxiety around eating and in 
mood. However, general anxiety increased during the intervention due to external 
stressors around safeguarding vulnerable adult concerns. The client had witnessed 
her neighbours commit a serious criminal offence and disclosed this in her first 
session, which led to this being reported to the police. These outcomes highlight the 
need for food anxiety specific measures.
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SUMMARY CASE REPORT 2
Psychodynamic psychotherapy with 39-year-old man with a diagnosis of 
Obsessive Compulsive Disorder
This case report tells the story of a psychodynamic intervention with a British man in 
his late thirties. The client was referred by his GP to the Trust’s psychotherapy 
department with obsessive-compulsive behaviour. As the previous cognitive 
behaviour intervention (NICE Guidelines, 2005) had been unsuccessful and the 
client wished to engage in a less structured therapy, a psychodynamic approach was 
adopted.
The Clinical Outcomes in Routine Evaluation measure was used pre- and mid­
therapy to assess progress. As two sessions remained when this report was submitted 
post-therapy measures could not be included. The formulation developed throughout 
therapy and was based on object-relations theory within the British Independent 
School (Lemma, 2003), attachment theory (Bowlby, 1969) and Malan’s (1995) 
triangle of conflict.
Due to the nature of the presenting problem the client was offered 40 weekly 
sessions, but attended 27. The aim of therapy was to understand the meaning of the 
client’s symptoms and thereby increase self-efficacy. Transference, counter­
transference and extra-transference interpretations were made to facilitate this 
process.
At mid-intervention the client found the content of therapy very anxiety provoking 
and felt unable to manage this, causing an exacerbation of symptoms. The client 
wished to only attend fortnightly sessions where his object-relations, as played out in 
the sessions, were explored. This led to a strengthened therapeutic relationship and 
began the process of re-working the client’s object-relations and attachment style.
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SUMMARY CASE REPORT 3
A neuropsychological assessment of dementia with a 73-year-old woman
This case report describes a neuropsychological assessment with a 73-year-old 
woman presenting with functional changes and impairment in cognitive abilities. The 
patient was a retired teacher in Classics and had a university education. The client 
was referred by her GP to her Community Mental Health Team (CMHT) for older 
people and upon initial assessment was diagnosed with depression and referred for a 
neuropsychological assessment. The referrer hypothesised about a diagnosis of 
mixed dementia.
Based on her presenting difficulties and available information four hypotheses were 
made. Firstly that her symptoms were due to depression, secondly due to 
Alzheimer’s disease, thirdly due to vascular dementia and lastly due to mixed 
dementia. Based on relevant literature an extensive neuropsychological battery of 
tests was administered to assess the following functions; premorbid intellectual 
ability, current intellectual functioning, orientation, memory, attention/concentration, 
speed of processing, visual spatial skills, language, executive functioning and mood.
The results demonstrated a neuropsychological profile indicative of a diagnosis of 
Alzheimer’s disease. The patient demonstrated impaired assimilation of information 
with poor recall and recognition memory, impaired memory alongside word finding 
difficulties, impairments in attention and executive function and considerable 
deterioration in visual spatial skills. This was also in line with the findings of a 
Computerised Tomography (CT) scan, which showed no recent significant vascular 
changes.
The results were fed back to the client, her partner and the team along with practical 
recommendations, further treatment suggestions and appropriate referrals for future 
interventions.
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SUMMARY CASE REPORT 4 -  
ORAL PRESENTATION OF CLINICAL ACTIVITY
Understanding Claire- An integrative formulation of a 16-year-old girPs 
difficulties
Claire was referred by her GP whom she had been to see on her own, requesting 
antidepressants. Claire told her GP that she had felt depressed for two or three 
months. She had also mentioned some issues around eating and weight. Claire was 
concerned as her mood was affecting her schoolwork and she was due to sit her 
GCSE exams soon. Due to her young age, Claire’s GP did not want to prescribe anti­
depressants to her and instead referred her for Cognitive Behavioural Therapy (CBT) 
with her local Child and Adolescent Mental Health Service (CAMHS). Claire 
recognised her ambivalence around addressing her difficulties but said she would 
like to engage in treatment due to her low mood. Claire acknowledged that she had a 
problem with food and eating, but felt she had managed to stop this from escalating 
into something more serious. Instead Claire felt that her low mood was her main 
problem.
Claire lived with her parents and 13 year-old brother. She was bullied at school from 
age 10 due to being overweight. Claire stated that being bullied made her aware for 
the first time of her appearance and caused her to lose confidence and dislike her 
body. Claire reported that she felt as though she never ‘fitted in’. Soon after Claire 
turned 15 she began to limit her diet significantly. She also began to use 
compensatory strategies like dancing daily and walking long distances to offset her 
calorie intake. Claire lost more than one stone (56kg to 48kg) in less than six months. 
Claire described feeling better about herself and happier as result of her weight loss. 
However, Claire also revealed that as a result of losing weight she always felt tired, 
depressed and irritable. Claire stated that she would act out her frustrations on her 
parents and her younger brother. She also reported that she found it difficult to focus 
on her schoolwork, which was very important to her and had no energy to see
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friends. Claire descried that she would constantly be preoccupied with food and felt 
unable to think about anything else.
Claire and her parents did not wish to engage in a family intervention and insisted 
that the best approach to deal with Claire’s difficulties would be individual work. 
Based on this decision and Claire’s insistence that her eating problems were no 
longer an issue for her, it was felt that an integrative approach would be the most 
helpful one in ensuring a comprehensive understanding of Claire’s difficulties. 
Consequently the therapeutic intervention drew upon systemic-, cognitive behaviour- 
and psychodynamic theories. This approached ensured that Claire’s family still 
played an important role in the intervention, that individual factors that reinforced 
the maintenance cycle of Claire’s eating difficulties were considered and that her 
ambivalence and the complex process of adolescence were held in mind.
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SUMMARY CASE REPORT 5
A psychodynamic intervention drawing on narrative ideas with a female service 
user attending a community drug and alcohol service
This case report describes a psychodynamic intervention drawing on narrative ideas 
with a 40-year-old female service user attending a community drug and alcohol 
service. This lady was referred for psychological input around her numerous 
concerns linked to her Attention Deficit Hyperactivity Disorder diagnosis.
The assessment session was relatively unstructured and involved the administration 
of the General Health Questionnaire-28. The client came from a broken family home 
where parental substance use and domestic violence were commonplace and she had 
regularly been the victim of both psychological and physical abuse by her mother 
and stepfather. Due to her complex history it was decided that a holistic formulation, 
based on multiple models would be most helpful. Consequently the theoretical 
underpinnings of the formulation were based on attachment and narrative theory 
through the structured integrative approach of Attachment Narrative Therapy. During 
the assessment the client said she was able to express herself best in written words. 
Therefore the decision was made to actively draw on this strength in the therapeutic 
process. After discussions with my supervisor about best intervention, the client and 
I decided that we cover her life by hypothetical chapters and life themes.
The client attended nine out of 12 sessions and engaged well in the therapeutic 
process. Her progress was reflected in her expansion of explanatory frameworks for 
understanding herself and her relationships within the context of her early 
experiences and their impact of her development and identity. This facilitated 
positive change of destructive patterns of behaviour.
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RESEARCH DOSSIER
The research dossier contains the research logbook, the Service Related 
Research Project completed in year one, evidence of the Service Related 
Research Project presentation, an abstract of the Qualitative Research Project 
completed in year one and the Major Research Project completed in year three.
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Research Log
1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information technology 
and literature search tools
✓
3 Critically reviewing relevant literature and evaluating research methods ✓
4 Formulating specific research questions ✓
5 Writing brief research proposals ✓
6 Writing detailed research proposals/protocols ✓
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
✓
8 Obtaining approval from a research ethics committee ✓
9 Obtaining appropriate supervision for research ✓
10 Obtaining appropriate collaboration for research ✓
11 Collecting data from research participants ✓
12 Choosing appropriate design for research questions ✓
13 Writing patient information and consent forms ✓
14 Devising and administering questionnaires ✓
15 Negotiating access to study participants in applied NHS settings ✓
16 Setting up a data file ✓
17 Conducting statistical data analysis using SPSS ✓
18 Choosing appropriate statistical analyses ✓
19 Preparing quantitative data for analysis ✓
20 Choosing appropriate quantitative data analysis ✓
21 Summarising results in figures and tables ✓
22 Conducting semi-structured interviews ✓
23 Transcribing and analysing interview data using qualitative methods ✓
24 Choosing appropriate qualitative analyses ✓
25 Interpreting results from quantitative and qualitative data analysis ✓
26 Presenting research findings in a variety of contexts ✓
27 Producing a written report on a research project ✓
28 Defending own research decisions and analyses ✓
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
✓
30 Applying research findings to clinical practice ✓
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SERVICE RELATED RESEARCH PROJECT -  YEAR 1
A new assessment initiative of trainee clinical psychologists: An evaluation of 
oral case report presentations
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ABSTRACT
This paper explores a new initiative to assess trainee clinical psychologists through 
oral presentations of clinical work at the University of Surrey. Based on similar 
initiatives in other training communities in England it was felt that oral presentations 
might provide a better tool in assessing trainees against the core competencies. The 
study aimed to research the experience of this assessment task by panel members in 
order to ensure all stakeholders benefit maximally from this process. Qualitative 
research design was employed using a semi-structured interview schedule. The data 
was collected fi*om two focus groups held with panel members. The 12 participants 
consisted of service users and carers serving an advisory role in the panel, clinical 
tutors and academic tutors. Thematic analysis (TA) was applied to analyse the 
transcribed data. The results suggest that involving different perspectives in this task 
ensures meaningful involvement by all stakeholders, as well as highlighting diversity 
within the panel with regards to valued trainee qualities. Panel members felt that the 
novel experience held some uncertainty as it is still evolving and that comprehensive 
training can assist the panel in managing this. The different quality of the task held 
some challenges for the panel, however it was also seen as facilitating learning, for 
trainees and panel members alike. This study highlights the strengths of this 
assessment task as well as some of the areas for development that need to be 
addressed to ensure all parties feel adequately prepared and confident to engage in 
this process.
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INTRODUCTION
In the last decade there has been a general recognition of the importance of involving 
service users and carers in health care services. This is reflected in policy initiatives 
and legislation such as the National Service Framework (DoH, 1999), the NHS Plan 
(DoH, 2000) and Section 11 of the Health & Social Care Act. The Ten Essential 
Shared Capabilities paper (DoH, 2004) also recognizes this and highlights awareness 
and skills in this area that should be integrated into training programmes for mental 
health professionals.
The University of Surrey’s doctoral programme for clinical psychologists have 
embraced the philosophy of working with service users and carers as colleagues to 
ensure that their voices are reflected in the training community. Various steps have 
been taken towards achieving this goal such as the setting up of a service user and 
carer advisory group, the appointment of a service user and carer co-ordinator and 
including service users and carers in the selection process of trainees.
The training of clinical psychologists at the University of Surrey has traditionally 
included, as part of the BPS criteria, a range of methods for assessing trainees’ 
knowledge, skills and development. One of these methods involves the reporting of 
clinical activity in a written format. From the work of the programme’s academic 
tutor group a proposal to further develop this assessment procedure by modifying 
one of these reports into an oral presentation was taken forward. Oral presentations 
were felt to be a useful way of assessing trainees against the core competencies 
(Adams, 2006; BPS, 2006). After two years of planning this new process was 
formally accepted into the programme’s curriculum in 2007. It was first implemented 
in September 2008 with second year trainees as part of their assessment of clinical 
work. Initiatives to involve service users and carers in evaluative processes of 
clinical psychology trainees have been recognised to be scarce (Hayward et al., 
2006). In response to this exiguity the panel, in this assessment task, consisted of a
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service user or carer, serving an advisory role, an academic tutor and a clinical tutor 
to encourage diverse perspectives on the presentations.
Aims
The findings of this study will hopefully combine to make helpful suggestions for the 
development of this assessment procedure by exploring the following research 
questions:
(1) What were the experiences of the panel members of this oral presentation 
assessment task?
(2) How can service users and carer colleagues, staff members and trainees alike 
maximally benefit from the involvement of various perspectives within the 
panel in this assessment task?
METHOD
Design
A qualitative research design was adopted and focus groups were used to gather data. 
Two focus groups were carried out subsequent to the oral presentations to explore 
panel members’ experience of the task using an adapted version of Vandrevala et 
a l ’s (2007) semi-structured interview schedule (Appendix B). Although the use of 
focus groups may not be appropriate to study more sensitive subjects, as highlighted 
by Willig (2008), it was deemed to be suitable for this study as they provide a rich 
source of information as participants can interact and expand on discussed topics 
further (Willig, 2001).
Participants
Participants were selected using purposive sampling. All participants were panel 
members in the oral presentation task. They consisted of one man and 11 women, 
with six individuals in each focus group. One group consisted of two carers in 
advisory roles, one clinical tutor and three academic tutors. The second focus group
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consisted of three service users in advisory roles, one clinical tutor and two academic 
tutors.
Procedure
The participants were contacted by course administrators at the university and 
volunteered to take part in the focus groups. Each focus group was facilitated by a 
first year trainee clinical psychologist. Initially the confidentiality and anonymity of 
all participants was emphasised. All participants verbally consented to take part in 
the focus groups. Each focus group lasted for approximately 80 minutes and was 
recorded with the consent of the participants. The focus groups were carried out four 
months after the oral presentation task took place. The facilitators subsequently 
transcribed the discussions, which provided the data for the analysis.
ANALYSIS
Thematic Analysis (TA) was carried out to analyse the data. The decision to use TA, 
rather than another qualitative analytic method, was made as the researchers felt that 
TA provides a flexible tool to study patterns in the data without a thorough 
examination of how participants construct their experiences through the use of 
language and without working towards development of a theory to explain these 
(Braun & Clark, 2006). However researchers such as Attride-Stirling (2001) and 
Boyatzis (1998) have recognised that using TA might negate the richness of data 
through the use of various techniques, which have been criticised for lacking clear 
guidance to ensure reliability. In response to this critique the analysis of the data 
followed the six steps for conducting TA outlined by Braun and Clark (2006) which 
include familiarisation with the transcripts, producing initial codes, searching for 
themes, reviewing themes, defining themes and report writing.
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RESULTS
A thematic analysis yielded four master-themes that captured novel issues that 
described the panel members’ experience of the oral presentation task. These are 
presented in temporal order below. Specific sub-themes were also identified within 
each master-theme. Individual panel member roles were specified under some quotes 
when this was felt to be relevant to the different experiences of panel members.
Perspectives
Dynamics between Panel Members
Panel members discussed in some depth the interaction and collaboration within the 
panel during the oral presentation task. Participants acknowledged that this was at 
times challenging to manage. A panel member reflected upon this challenge and 
emphasized that although panel members might express their opinions in different 
ways all members are working towards the same goal; 7 think it comes out o f  
actually hearing what people have to say and you realise that you are all singing 
from the same song sheet... you know one o f  you might he a descant but basically you 
are singing the same thing and actually singing it very similarly and wanting the 
same thing’ Focus Group A. One panel member responded to a discussion about 
conflict within the panel with regards to theoretical and philosophical disagreement. 
She acknowledged that these divisions exist and they need to be managed 
constructively to ensure they do not impact negatively on the assessment 
procedure; "... how do you deal with dissent, perhaps that is a more sensitive way o f  
putting it. How do you manage without putting the trainees at a disadvantage’? 
Focus Group B.
Embracing Different Perspectives
Part of the novelty of the assessment procedure was the involvement of service user 
and carer colleagues. A panel member commented on how these diverse perspectives 
differ with regards to what qualities they look for and value in trainees; '... our 
expectations are much more about the technical expertise whereas the colleagues 
who are service users are much more about ‘Are these people going to be warm
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enough are they going to be nice? ’ Focus Group A. Involving different perspectives 
in this process contained yet another important dimension as this ensured the panel 
reflected the reality of a clinical psychologists’ workplace with numerous different 
parties operating simultaneously, such as service users, carers and other 
professionals; the way we set it up really reflected that we harnessed a range o f 
perspectives... there was a clinical tutor and an academic tutor ... And then someone 
bring in a seiwice user or carer perspective who would certainly have a different 
perspective on services and how they should be delivered. So again the whole 
process was modelling the messiness o f working with multiple perspectives in a 
productive and healthy way ’ Focus Group B.
Pilot
Evolving: Process
The oral presentation of clinical work was a novel experience for all. Panel members 
felt this had a major impact on the whole process. There was a lot of uncertainty 
around the task and a panel member explored how this initiative was experienced as 
one step in a new direction and not as an end product; 7 was interested in where it 
would take us and whether it would end up being something that we thought o f  as 
being valuable or whether we would end up saying ‘No actually this doesn V work’ so 
a very open mind to what we would actually get from it. Would it actually direct us 
further into thinking about how we wanted to assess our trainees ’ Focus Group A. 
The same panel member pointed out that the infrequency and dynamic demands of 
the assessment process requires a continuous training of the panel members, rather 
than one single training session, to ensure they are equipped to manage their role 
with confidence; ‘My feeling is that, having had experience o f other things where 
you do it once a year and you all come together and you have got to sort o f hit the 
ground running is that we probably need a training session every time ’ Focus Group
A.
Preparation
Panel members recognised the importance of trainees’ preparation for the task. For 
example, both clinical and academic facets, practical aspects, getting consent from
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clients and knowing how to present information in a professional way; another 
challenge was the technology on the day as well ...and I  think I  probably was right to 
be concerned because I  think it was difficult fo r trainees to feel confident that their 
audio or videotapes would work’ Focus Group B. It was also emphasised that panel 
members needed adequate preparation for the task to ensure the process contained a 
sense of validity and reliability. A panel member recognised that the preparation they 
had done may not have met these requirements sufficiently; 7 was so engrossed in 
the logistics o f  the day that I  am not sure ... whether I  felt I  was sufficiently trained 
and inducted and knew what I  was looking fo r  and how to judge that ’ Focus Group
B.
Process of Assessment Experience
Challenges
There was a shared feeling among panel members that the process of assessment 
created some unexpected challenges. This was particularly true for service user and 
carer colleagues who were not accustomed to working within an academic setting. 
'... one o f my difficulties was I  was having to think up questions from my brain. That 
for me was quite a tricky thing to do from the point o f view that I  hadn’t actually 
thought ‘Oh, I  am going to have ask questions’ Focus Group A. Another panel 
member noticed the challenge of working to a tight time frame: ... I  felt there wasn ’t 
enough time to think about that particular candidate before the next rolled in 
through the door ’ Focus Group A.
Acquiring New Knowledge
Panel members valued the experience of assessing trainees in this context because it 
allowed them to discover something new about the discipline and other aspects of 
their work. Semce user and carer colleagues appreciated seeing the ‘work behind the 
scenes’, as such, of what the role of a clinical psychologist actually entails and how 
they operate in a clinical context. 7 think it was an interesting experience fo r  me as 
well, to learn about theories in action and to have them presented veiy, very 
succinctly and quickly like that. I  didn’t have to read a whole textbook to understand 
the theory that one was presenting. I  got the gist o f it ’ Focus Group A. A panel
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member viewed the experience as useful in terms of acquiring new information and 
skills for guiding future assessment procedures as well as reflecting on personal 
development: ‘Did we give verbal feedback? ... They had it written. It is a shame 
actually because i f  they heard the verbal feedback it would be good ... There is 
something about seeing your colleagues briefing and realising how you are going to 
do it and learning from that ’ Focus Group B.
Trainee Skills
Professional Qualities
The assessment process highlighted a number of strengths and weaknesses in the 
trainees’ oral presentations. One of these was professional qualities such as, 
leadership, communication styles, organisational skills, and so on. One panel 
member commented on her expectations being met with regards to trainees’ ability to 
describe psychological theories in a clear and concise manner; 7 was expecting that 
a theory would be presented, would be allied to a real life case study and a real life 
person and that I  could as a layperson, non psychologist, be able to understand how 
they all connect ... in a short space o f time, I  was expecting that, and 1 did get that’ 
Focus Group A. A  panel member highlighted how some trainees were over inclusive 
in what they chose to present; 7 didn’t understand ... why so many trainees didn’t 
spend the invitation to focus in on one aspect o f their work. So many o f them, I  
suspect because o f anxiety, tried to present the entirety o f the work with that child or 
that family in a 20 minute presentation ’ Focus Group B.
Personal Qualities
There was a shared view among panel members relating to trainees’ ability to be 
reflexive and self-aware of how their own values and experiences may impact on 
their clinical work and context. One panel member pointed out the centrality of self- 
awareness in good clinical work; ‘Your point about wanting to give more marks to 
the people in the presentations who you thought that they were somehow showing 
their own developing sense o f the impact that they might have and their contribution 
and self-awareness. Because I ’m with you on that one. Because it seems to me that 
unless you can do that you can’t begin to question and develop yourself in your
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practice ’ Focus Group B. One panel member pointed out the importance for trainees 
to be empathie as people in order to work effectively in this type of work; ‘People 
need to be able to make positive and meaningful relationships; i f  they have no 
empathy and warmth as professionals then they are not going to do that. It is a high 
criterion as far as I  am concerned’ Focus Group A.
DISCUSSION
Participants felt that the different quality of assessment meant that additional trainee 
qualities were harnessed compared to those that can be assessed through a written 
case report. These findings are in line with those of Adams (2006) who argued that 
oral presentations of clinical work allow assessment of a broader spectrum of 
learning outcomes that correspond better to the core competencies as outlined by the 
BPS (2006). The findings of this study also illustrated how multiple perspectives 
provides ecological validity to the training context as trainees are required to 
communicate their knowledge and rationale for practice to a number of audiences in 
a logical manner. However as Goodbody (2003) pointed out and the results of this 
study suggest, it is dangerous to assume uniformity of ideas within the service user 
and carer community. The findings also suggest that tutor panel members equally 
experience the challenge of diverse perspectives within a group. This raises the 
question of whether the way in which we currently categorize perspectives of various 
stakeholders in clinical training is helpful and consequently how we can integrate 
diverse perspectives constructively. However the findings do suggest that there may 
be some common values held within the service user and carer community and 
amongst tutors separately, in particular with regards to valued trainee qualities. 
Advisory panel members tended to favour personal qualities such as warmth, 
empathy and ability to be self-reflective whereas tutors appeared to value more 
professional skills such as leadership ability, presentation skills and theory-practice 
links. These findings are in accordance with those by Curie & Mitchell (2004) who 
generated a list of good qualities in a clinical psychologist, as defined by service 
users, where the emphasis was on personal qualities.
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The findings of this study will be fed back to the department and the advisory group 
prior to the oral presentations in September 2009. In terms of implications for the 
assessment process the diversity between what panel members look for have 
implications for how the panel assesses and marks trainees. This will need to be 
taken into account in future oral case report presentations with regards to how the 
emphasis on different qualities can be balanced and measured. Moreover panel 
members should be provided with thorough training each year to ensure they feel 
confident and prepared for their role. Secondly the findings support the involvement 
of service users and carers in the assessment of clinical psychology trainees. This 
ensures meaningful involvement of all stakeholders, contributes new perspectives to 
the training context and provides an opportunity to assess a wider range of skills of 
future clinical psychologists.
As mentioned above, two clinical psychology trainees collected and analysed the 
data and wrote up the final report jointly. This process had a number of implications 
for the outcome of this study. Firstly as the researchers were first year trainees who 
expect to go through this assessment process in their second year of training there 
was a potential bias towards identifying personally relevant data. Secondly the joint 
work meant that neither of the researchers had detailed knowledge of the whole data 
set. On the one hand this ensured that there was commitment and rigour throughout 
the research process (Yardley, 2000). On the other hand contextual factors in the 
focus group environment such as non-verbal communication may have been lost in 
the analysis process.
It may be helpful to go through a similar process with trainees to explore their 
experience of this assessment to expatiate our understanding of the usefulness of oral 
presentations of clinical work. Furthermore the data reflected the novelty of the 
assessment approach as demonstrated in the emergence of the ‘Pilot-Evolving 
process’ theme. Hence it may be beneficial to carry out a similar evaluation of this 
assessment procedure on a regular basis to explore how it develops over time and 
what issues will be pertinent at each stage in this process.
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EVIDENCE OF SERVICE RELATED RESEARCH PROJECT
PRESENTATION
26'c October 2010
To whom it may concern.
This letter confirms that Sandra Bergstrom successfully completed her Service 
Related Research Project (SRRP) in July 2009, Sandra's SRRP focused on the Oral 
Case Presentations by third year trainees, as experienced by all members of the 
panel. Sandra disseminated the findings in September 2009 by feeding these 
back in a presentation to the university department, where the project was 
based, in order to effect appropriate change.
Kind Regards,
Prof Arlene Vetere
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ABSTRACT OF QUALITATIVE RESEARCH PROJECT
Do trainees’ perceptions of their first supervisory relationship impact on 
subsequent supervisory relationships and, if so, in what ways?
The purpose of this study was to gain a better understanding of trainee clinical 
psychologists’ perceptions of their first supervisory relationship. The researchers 
wished to explore whether this initial experience had in any ways impacted upon 
subsequent supervisory relationships, and if so, how. A convenience sample of five 
female trainee clinical psychologists in their second year of training was obtained 
through the training course buddy system.
A brief semi-structured interview schedule was developed through a process of 
group discussion. The interview schedule aimed to elicit information regarding the 
trainees’ experiences on placement, the nature of their first and current supervisory 
relationships, aspects of diversity between trainees and supervisors, and the transition 
experience of having a new supervisor. Semi-structured interviews were carried out 
and were transcribed and analysed using thematic analysis.
The results indicated four core themes of factors, which participants believed 
contributed to the quality of their first year supervisory relationship and influencing 
their second year supervisory relationship. The core themes were: trainee needs, 
supervisor qualities, things gained from first year supervisory relationship and 
transition to next supervisor. The findings reflected two different types of 
experiences amongst trainees. Trainees with a negative experience of their first 
supervisory relationship had reflected more upon the experience of supervision, 
which enabled them to make better use of their second supervisory relationship than 
participants with a positive first supervisory relationship. These participants 
described the transition to a more difficult supervisory relationship as being a very 
challenging process.
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MAJOR RESEARCH PROJECT
How Female Clinical Psychologists understand and navigate their leadership 
role and responsibilities in the NHS.
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ABSTRACT
The National Health Service (NHS) demands strong leadership at all levels to 
manage the challenges it faces. With their valuable knowledge of psychological 
theory and unique clinical skills, it has been argued that clinical psychologists are 
well placed to step up to this challenge. As the profession is female dominated it 
faces additional complexities. It is important to consider these to ensure gender 
inequalities in the leadership arena do not restrict opportunities available to the 
profession.
This thesis aims to provide a preliminary qualitative exploration of how female 
clinical psychologists understand and navigate their leadership role and 
responsibilities in the NHS.
Eleven female clinical psychologists were interviewed using a semi-structured 
interview schedule. Two main themes were identified from thematic analysis of the 
data a) identity in leadership b) ability to influence. Suggestions are outlined to help 
develop a support structure to facilitate the development of leadership capacity in the 
profession, and assist professionals to transfer their existing knowledge and skills 
into the leadership domain. A gender perspective should be incorporated into these 
support sources to equip female clinical psychologists to effectively manage the 
challenges inherent in the leadership roles they seek and take up. Further research is 
required to better understand how leadership is taken forward by different groups 
within the profession, and by clinical psychologists with ranging professional 
experience, as well as the needs of these groups.
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INTRODUCTION
This thesis aims to look at leadership amongst senior female clinical psychologists 
(FCPs) working in the National Health Service (NHS). This chapter will begin by 
briefly outlining the current organisational context and the role of leadership within 
the NHS. It then reviews theory and research in the area of leadership, and considers 
how this applies to clinical psychologists (CPs) working in the NHS. The 
importance of gender within the leadership context is subsequently considered. The 
introduction concludes with the research question to be explored.
Before considering these areas it is important to clarify the concept and term 
‘leadership’, which is often confused with that of ‘management’ (Rost, 1998). Yukl 
(2006) explored leadership in organisations and described it as a creative practice, 
which is mindful of the environments it is operating within. Leadership strives 
towards progression. By definition leadership is goal-orientated and inspires and 
motivates people to work towards these established shared objectives. In contrast, 
management facilitates this developmental process by providing the necessary 
practical framework to allow progress to occur.
Throughout this report the third person is referred to as ‘her’, as it explores the 
leadership of FCPs.
The NHS Context
Policies and Reforms
The past two decades have seen a myriad of initiatives to improve and restructure the 
healthcare sector. These include the National Service Framework for mental health, 
the NHS Plan, Health Reform in England and the High Quality Care for All report 
(Darzi, 2008; DoH, 1999; DoH, 2000; DoH, 2005a; DoH, 2006). The aims of these 
were to increase service user involvement and improve quality of care, national 
health and facilities. Some of these initiatives also emphasised the importance of 
staff development and extension of roles to ensure best practice. A number of reports 
and developments during the past two decades have also been specific to psychology
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services in social and health care. These include the Treatment Choice in 
Psychological Therapies and Counselling report, the Organising and Delivering 
Psychological Therapies report and the Ten Essential Shared Capabilities Framework 
by the National Institute for Mental Health England (NIMHE), the expansion of 
National Institute for Health and Clinical Excellence (NICE) guidelines and the 
Improved Access to Psychological Therapies (lAPT) programme (Clark et aL, 2008; 
CSIP Choice and Access Team, 2007; DoH, 2001a; DoH, 2010; NIMHE, 2004; 
NIMHE et ah, 2004). These aimed to ensure that effective psychological therapies 
are accessible to all, and form an integral part of service user-led mental health 
services.
The reforms that these initiatives have set in motion require strong leadership across 
the NHS to ensure the organisation develops its services and delivers highest 
standards of care, whilst adapting to the challenges facing the NHS in the 21®^ 
century.
Political and Financial Climate
In addition to the demands of the initiatives aforementioned, the current financial 
recession and the substantial savings that already have been made and will continue 
to be made will naturally have significant direct and indirect consequences for NHS 
services. The Spending Review (HM Treasury, 2010) specified increased funding to 
the NHS above the inflation rate, but only just, with the 0.1% raise. It illuminated 
that the NHS faced challenges, as it would require a significantly higher budget of a 
3% increase in real terms in order to simply maintain the status quo in the face of 
costs to manage the health situation of the population. Meanwhile the NHS is 
expected to save £20 billion by 2015, with this increasing to a potential £50 billion 
by 2019-2020 (Appleby, 2012). Privatisation of public health services is now 
widespread across the UK, which is reflected in the private health sector’s estimated 
worth of £20 billion (Catalyst, 2012). These financial challenges further highlight the 
considerable need for effective leadership across the NHS. This is essential if the 
organisation is to effectively adapt to the competitive market economy context it is 
now part of, and secure a strong position within it.
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Leadership in the NHS
To not only survive but also develop and be competitive in the current climate, 
consistent and high quality leadership is required on all levels within the NHS, and 
includes clinical, operational and strategic leadership (DoH, 2009; Roebuck, 2011). 
Darzi (2008) emphasised how strong clinical leadership in particular will lead the 
way in mobilising important reforms within the NHS whilst ensuring high quality 
care for all. As discussed by Vance and Larson (2002) and Edmonstone (2009), 
definitions of clinical leadership within the NHS appear difficult to find, even on the 
NHS Leadership Academy website. However, the Royal College of Psychiatrists 
effectively summarised the crucial aspects of clinical leadership as; ‘clinical decision 
making in multidisciplinary contexts’, managing team dynamics, facilitating 
professional development amongst staff, striving towards service development, 
‘ensuring equity of access’ to services, embracing ‘an ambassadorial role for health 
services, acceptance of wider roles outside the employing organisation’ and lastly 
awareness of fixture needs and demands on services and drive to improve services to 
meet these (Royal College of Psychiatrists, 2010, p. 14).
In 2001 the NHS Modernisation Agency, with its Leadership Centre, was established 
in response to the NHS Plan (DoH, 2000). The main task of the Leadership Centre 
was to realise and support the visions set out in the NHS Plan by enabling the 
development of leadership within the NHS. Leadership forms the foundation that 
underpins reforms for high quality, cost-effective services, a highly skilled, diverse 
and motivated workforce and satisfied service users (Imison et al., 2009). The NHS 
Leadership Framework (LF) was built on existing leadership frameworks in order to 
develop an applicable, overarching one (NHS Leadership Academy, 2013a). It offers 
a consistent model for leadership development by specifying the essential qualities 
and skills that all staff in the NHS, irrespective of profession or experience, must 
embrace in order to effectively manage challenges and drive developments in a range 
of contexts. The most recent generic national leadership fi*amework. Clinical 
Leadership Competency Framework (CLCF), integrated the five core domains of the 
NHS LF. These are; personal qualities, working with others, setting direction, 
managing and improving services- all required by clinical, strategic and operational
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leaders to facilitate the planning, delivery and transformation of the NHS (DoH, 
2011). Suggestions for areas where these frameworks can be used include personal 
development plans, performance appraisals, recruitment criteria and in assessment of 
development and training needs (NHS Leadership Academy, 2013b). They have 
been developed to be used in conjunction with other skills frameworks such as the 
Knowledge and Skills Framework (KSF) (DoH, 2004a). However the number of 
frameworks could arguably be a source of confusion for staff. Furthermore there 
does not appear to be a consistent way of integrating these into the areas 
aforementioned. This means that some staff may not even be aware of these 
frameworks. The lack of training in and monitoring of their use may also lead some 
staff to misinterpret aspects of the frameworks or apply them in ways they were not 
designed for.
Effective Leadership Practice in the NHS
The aforementioned reports have led to significant changes in the values 
underpinning public health services. These include the importance of service user 
involvement, improved access and service, and staff development. These values need 
to be incorporated into any leadership practice in the NHS in order for this to be 
effective. Furthermore, a range of different leadership styles and practices exist 
across organisations. The NHS is a unique organisation that provides an extensive 
range of services. It is the largest employer in Europe and is also one of the fourth 
largest in the world. Its size and many objectives place additional demands on its 
leaders compared with leaders in many other settings.
Rawlings (2000) described how a successful organisation must adapt to the demands 
of current political and financial contexts and shift its focus from a reliance on the 
importance of a traditional management approach to strategic, collaborative 
leadership teams. In these, leaders work together by drawing on the diverse skills 
amongst them in order to develop creative ideas and achieve highly productive goals 
that stem from the dynamics of collaboration between people. Various styles and 
models of leadership practices have been discussed and evaluated in the research 
literature. For the purpose of this paper the wide range of leadership approaches will 
not be explored in depth. No single leadership style has been officially established
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as the only effective one in the NHS. In fact a report by The King’s Fund (2012) 
emphasised the need for a diverse range of leadership styles in the NHS. Nonetheless 
the same report stressed that the top-down ‘pace-setting’ style that has to date been 
frequently adopted by the NHS leaders and places an emphasis on delivery of targets 
is less effective and can even be directly damaging (Darzi, 2008; The Commission 
on Dignity in Care for Older People, 2012; The Mid Staffordshire NHS Foundation 
Trust Public Inquiry, 2013). Instead a more ‘affrliative’ and ‘coaching’ style is 
needed to engage staff (The King’s Fund, 2012). According to Pashley (2009) the 
affrliative leader adopts a positive approach by focusing on staff and their needs 
thereby cultivating commitment and motivation in the workforce. However her 
excusive reliance on praise to facilitate these processes risks that poor performance 
remains unaddressed. The coaching leader holds the future in mind and, by drawing 
on strengths amongst staff, ensures its followers are prepared and equipped with the 
necessary skills to face this in the most helpful and effective way. This leadership 
style is less successful when staff are resisting change (Coleman, 2000). Due to the 
individual weaknesses of these leadership styles and the diverse demands of services, 
an effective leader should ideally be able to master different styles to best adapt to 
various contexts and situations. It has also been recognised that the 
‘transformational’ style fits well with the ethos of the NHS. The transformational 
leader motivates people and manages significant change in organisations by 
developing shared visions and innovative ways of achieving these. This approach 
differs from more traditional leadership styles that emphasise the authority of the 
leader and adopts reward and punishment strategies to motivate people to work 
towards objectives, as set by the authority figure (DoH, 2001b). Moreover, the 
‘authentic’ approach to leadership has been proposed to underpin most positive 
leadership styles (Gardner et al., 2005). Hence, it is compatible with all effective 
leadership styles aforementioned. In summary it encompasses a leader who 
demonstrates self-awareness, high awareness of organisational context, self­
regulation of positive behaviours, and who establishes transparent and trusting 
relationships with staff (Avolio & Gardner, 2005).
However, pressure to meet governmental targets and lack of adequate training mean 
that other leadership approaches that are target driven such as pacesetting and more
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coercive styles, which have been suggested to be less effective, are still being 
practiced in NHS settings. These may initially get employees to do the work they are 
instructed to do but often leave staff disengaged. They often break down trust and 
morale within teams and are not effective in implementing the reforms, challenges 
and demands faced by the NHS (Goleman, 2000; Santry, 2011). Santry cited Ms 
Haq, who had presented an assessment of 800 leaders on the Department of Health’s 
Top Leaders programme (Santry, 2011). The Leadership Academy was launched in 
2011, soon after these findings were presented. It serves to support NHS staff in 
developing effective leadership skills and is a key tool for reversing this concerning 
finding.
Leadership Development
In explorations into leadership development the focus is often on the individual 
qualities of the leader (Neck & Manz, 1996; Manz & Sims, 1989; Stewart et a l, 
1996; Zand, 1997). Day (2000) highlighted the importance not only of ‘human 
capital’, but also that of ‘social capital’ in positive leadership development. This 
refers to the value of relationship building within teams and the wider organisation, 
which relies on strong interpersonal and social skills. There are different aspects of 
these competencies such as establishment of committed networks within the 
organisation that are built on mutual respect and trust. Establishing this takes time, as 
trust requires a history of positive interactions and experiences in order to be 
established. Another aspect of social capital is the organisational culture and visions 
that its members share. These are both the product of the quality of interpersonal 
relationships in the organisation, as well as a determining and shaping factor of 
these. An effective leader must be aware of, develop and master these interpersonal 
skills in order to positively influence and motivate staff to work towards the 
organisation’s visions and achieve positive change.
The individual and social qualities that must be nurtured as part of the leadership 
development process are equally essential and interdependent. Similarly the 
responsibility for developing these skills resides not only within the individual but is 
highly dependent on the resources and support of the organisation. The latter
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includes mentoring, positive role models, budgetary commitment as well as formal 
training programmes (Day, 2000; McAleamey, 2005; Nicolson, 1996).
As mentioned above, there is an explicit recognition within the NHS that clinical 
leadership is key in developing future services. The ‘Inspiring Leaders’ report (DoH, 
2009) identified the Institute for Innovation and Improvement as one of the key 
bodies to support and encourage leadership development. The Institute has identified 
the steps that must be taken to develop the knowledge and skills required to embrace 
leadership effectively. These include identification of leadership talent against the 
NHS LF in succession planning, ‘development centres’ assessments to help 
individuals complete a personal development plan (PDF) specifically focussed at 
identifying leadership strengths and areas for development, structured management 
and leadership development programmes as well as executive development 
programmes to build executive leadership skills within the NHS. Other leadership 
development interventions recommended by the Institute, for the NHS, include 
change management programmes to prepare leaders to develop the necessary skills 
to guide and support staff through changes within the organisation. It also includes 
‘360-degree feedback’. In this process a range of sources are drawn upon, to identify 
an individual’s leadership strengths and inform her development plans. It also 
involves ‘coaching’ to support and encourage self-awareness and self-management, 
which are necessary skills in successful leaders (The Institute for Innovation and 
Improvement, 2010).
Clinical Psychology in the NHS
The profession of clinical psychology (CP) is a relatively recent one, which did not 
become established in the UK until after the war and grew out of the foundations of 
the NHS. In 1957 the first training courses were established with more being 
approved in the following decade. Alongside this development, the recognition of a 
therapeutic aspect in the 1960s NHS transformed the profession and facilitated the 
recruitment of psychology graduates. The Trethowan report by the Department of 
Health and Social Security (DHSS, 1977), which reviewed CP in the NHS after 
tensions arose between the profession and psychiatry around psychological therapy
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services, facilitated the growth of the profession after recognising it as independent. 
Due to the report’s recommendations psychology departments were established in 
each Health Authority. Nonetheless scarce funding made recruitment of 
psychologists difficult, which led to the Management Advisory Service (MAS, 1989) 
review of CP services and the Manpower Planning Advisory Group (MPAG) report 
(1990). These reports emphasised the unique and important role CP play in health 
services and how, although other professions hold and use basic psychological skills, 
only psychologists work at a higher level using advanced psychological knowledge 
to guide formulation and intervention with more complex difficulties. This resulted 
in CPs working not only therapeutically with clients, but also with other professions 
in consulting roles (Hall & Llewelyn, 2006).
The profession of CP now forms an integral part of the NHS workforce. It is not 
limited to mental health services but plays an equally valuable role in general health 
services (Kennedy, 2006; Latchford, 2006). In fact there has been a steady increase 
in the demand for psychological services from the general population. Alongside this 
there has been an increased recognition of the effectiveness of these, which is 
reflected in government policy with recommendations to increase and improve 
psychological care and its availability as highlighted by the British Psychological 
Society (BPS, 2007a).
In 2004 the Agenda for Change (AfC) was introduced to all NHS staff as the new 
pay system (DoH, 2004b). This initiative aimed to introduce a transparent system 
and ensure equity by delivering fair pay to all non-medical employees based on their 
knowledge, responsibility, skills, and effort required. Nine pay bands were 
introduced to ensure improved continuity between pay and career progression. The 
profession of CP did well financially out of this reform. As a result there is increased 
pressure on CPs to justify their value for money and demonstrate that the profession 
is well equipped to take up a range of leadership roles at different levels across the 
NHS (BPS, 2007b; DoH, 2005c).
The majority of CPs work in the mental health sector. In addition to the financial 
constraints of the current recession this has long suffered from a notable lack of
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funding. A report by The Centre for Economic Performance’s Mental Health Policy 
Group (2012) highlighted how almost half of all ill health in people under 65 is 
mental illness. Furthermore this report pointed out that only 25% of people with 
mental health problems receive care for their difficulties in contrast with the vast 
majority of those with physical health problems. To meet this need there is a demand 
for an increase in funding. In reality fiinding is being cut. Hence, considering the 
demands of the aforementioned initiatives to improve NHS services and the financial 
context there is a significant need for CPs to take up leadership roles in services. 
Without CP leadership there would be a loss of the psychological aspect of the bio­
psycho-social model to inform how services are clinically and strategically 
organised.
Leadership and Clinical Psychology in the NHS
To meet the demands created by the financial context, manage the resulting 
challenges, and due to the initial costs and requirements of many of the initiatives 
discussed above, the New Ways of Working (NWW) report challenged applied 
psychologists to review their responsibilities and evidence their cost-effectiveness 
(BPS, 2007a). Similarly to the MAS and MPAG reports, this highlighted the need for 
psychological services to be delivered by different professions, and stressed the key 
role psychologists play in ensuring clinical governance in the provision of 
psychological interventions. This report concluded that applied psychologists are 
invited to adopt stronger leadership roles in services. Based on their extensive 
knowledge and skills they are viewed as key in ensuring that psychological 
principles play a central role in multi-disciplinary teams. In addition to clinical 
leadership and governance, the input of CPs is also needed at a strategic level to 
inform and guide local as well as national workforce planning in productive 
directions. Leadership is no longer the responsibility solely of senior clinical 
psychologists but is required at all levels, from newly qualified to board-level (BPS, 
2007a). However, despite the need for applied psychologists to take up leadership 
roles there is a shortage of practitioners adopting these new leadership roles (DoH, 
2005b).
An important initiative in guiding and assisting CPs to develop, as well as supporting 
them in recognising and applying their existing leadership skills is the Clinical
104
Psychology Leadership Development Framework (DCP LDF) produced by the 
Division of Clinical Psychology (DCP, 2010). The DCP LDF maps onto the draft 
NHS Leadership Framework for Clinical Professionals (NHS Institute for Innovation 
and Improvement, 2010). This developed out of some of the strategic initiatives 
discussed above to reform public healthcare and professional strategies such as the 
NWW and Leading Psychological Services reports (BPS, 2007a; 2007b). It also 
grew out of clinical drivers in the areas of team-work, care pathways, assessment and 
formulation, clinical governance, approved- and responsible clinician responsibilities 
as set out in the Mental Capacity Act (2007) and the need for leadership to safeguard 
quality as specified in the NHS KSF (DoH, 2004a).
The NWW report advised that CPs should seek to develop and aggregate their 
leadership qualities and skills. In the same vein the DCP proposed a key target for 
continued professional development (CPD) in leadership for CPs (Kinderman, 2005). 
The BPS’s Division of Clinical Psychology’s (DCP) Faculty of Leadership and 
Management is an important resource to facilitate leadership development within the 
profession. However much work is still needed in this area. There is currently no 
nationwide mentoring scheme for the profession (Atter, 2007). Moreover, with the 
exception of some helpful but relatively infrequent workshops and conferences, there 
is a stark absence of readily available courses, CPD opportunities or even required 
training in leadership for CPs
The Role of Gender in the Leadership Context
There are important systemic factors that play a major role in facilitating or 
restricting the opportunities for leadership and its development. The leader exists in a 
complex social matrix where intra- and interpersonal, team-based, organisational and 
larger societal factors impact on her, and her leadership. Leadership research has 
repeatedly demonstrated the critical role that gender plays in this area. Researchers 
exploring the interaction between leadership and gender suggest that it is naïve and 
potentially dangerous to ignore the importance of the social and political context as 
well as power structures in society by overplaying the role of individual 
characteristics in the debate around leadership (Agars 2004; Carli & Eagly, 2001;
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Davidson & Cooper, 1992; Heilman, 2001; Jageland & Odelid, 2008; Lonnkvist & 
Vukovic, 2008; Marshall, 1984; Powell et ah, 2002; Wahl, 1992). Leadership is a 
relational behaviour that does not only reside within an individual, but is a dynamic, 
reciprocal and context dependent process that relies heavily on organisational 
culture, values, needs and resources (Lok & Crawford, 2004; Nicolson, 1996).
The philosophical paradigm of social constructionism can provide some insight into 
how gender impacts on leadership and vice versa, and how this reciprocal interaction 
in turn affects leadership practice. Burr (2003) described the essence of social 
constructionism as a critical stance towards the ‘taken for granted’. She proposed 
that understandings of the world are created and reinforced in specific historical and 
cultural contexts and determines social action. From this theoretical orientation 
‘gender’ is not an entity that exists in the physical world but is a construct, which has 
been given meaning and become established and sustained through social processes. 
The same applies to the concept of leadership. Consequently, when these constructs 
are created they also come to determine people’s behaviour. Social behaviour in turn 
reinforces these concepts that become the ‘taken for granted’ within a culture. Hence 
the constructs themselves and the meaning people place on these vary significantly 
between cultures and are intrinsically linked to power relations (Burr, 2003). Often 
society, laymen, media, politicians and scientists fail to recognise or ignore the 
relationship between power and knowledge as explored by Foucault (Foucault and 
Rabinow, 2002). Dominant, powerful groups in society come to define the generally 
accepted ‘knowledge’ in a culture. This is naturally and unfortunately reflected in 
much research. However this provides an opportunity for social sciences to elucidate 
these processes. In relation to this study on leadership and gender, it is particularly 
important to highlight that men have, and continue to hold, considerably more 
powerful social positions than women. Thus it is important that implicit and ‘taken 
for granted’ power structures and positions around gender are brought to light in any 
research or debate that is linked in any way to gender. Failure to do so reinforces 
patriarchal structures that maintain power imbalances (Nicolson, 1996).
Female Leaders
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Despite progress in the area of gender advancement and diversity management, 
research findings continually highlight that women remain disadvantaged in 
organisations and struggle to access more senior roles in leadership and management 
across both public and private sectors (Agars, 2004; Burke & Vinnicombe, 2005; 
Byrd-Blake, 2004; Carli & Eagly, 2001; Childs et al, 2005; Heilman, 2001; Powell 
et a l, 2002; The Hansard Society, 1990; 2012;). With the current heavy emphasis on 
leadership, research in the area of gender and leadership has in recent years received 
renewed attention as findings have emerged suggesting that traditionally ‘female’ 
styles of leadership such as transformational approaches appear to be most effective 
in bringing about desired change. Naturally both female and male leaders often use a 
range of styles and do not limit themselves to gender typical styles of leading 
(McDowell, 2001). Nonetheless gender stereotypes influence how people think and 
behave, and research suggests that followers generally prefer leaders who adopt a 
gender typical approach (Porter, 1992; Williams, 1993). In fact Broverman et a l 
(1970) suggested that women in leadership roles are often judged less positively by 
their followers than male leaders based on the perception that masculine traits such 
as authority correspond better with traditional views of how a ‘leader’ behaves, but 
not with how a ‘woman’ should. Moreover, Ely (1988) and Geis et a l (1990) found 
that female leaders were generally viewed as less competent than their male 
counterparts. The conflicting demands on female leaders, as women and leaders 
respectively, place them in a challenging position where they have to negotiate the 
professional demands placed on them, alongside the expectations placed on them as 
women.
Gender and Clinical Psychology
Nicolson (1992) is one of the few researchers who has explored the devaluation of 
professional women within a clinical psychology context. Although equal 
opportunity agendas include both sexes, Nicolson pointed out that whilst most 
professions focus on facilitating the advancement of women, as a subordinate social 
group in organisations, the profession of CP focuses on the perceived problem of the 
underrepresentation of men. She drew attention to the fact that the representation of 
women and men within the profession were the opposite not long ago, yet no efforts
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were made then to address this. Nicolson argued that gender often becomes an issue 
within a discipline when its male dominance is under threat. Furthermore she 
presented statistics that demonstrated how male CPs were over-represented in top 
grade NHS posts (MPAG, 1990). This trend is reflected in gender statistics on 
members of the British Psychological Society (BPS, 2010) where men are over­
represented in the senior membership categories- Associate Fellow, Fellow and 
Honorary- and the opposite trend is seen amongst Student, Graduate, Affiliate and 
Chartered members.
The statistics on successful applicants to PsychD Clinical Psychology programmes 
between 2006-2011, collated by Clearing House for postgraduate courses in clinical 
psychology (2013), specified that 82-84% of CPs in training in the UK are female. 
Considering the increased number of women entering the profession during the past 
three decades, the over-representation of men in top-grade posts points to the 
existence of barriers that prevent these women from accessing higher positions 
(Nicolson, 1992). Cushway and Tyler (1994) looked at stress levels amongst CPs and 
found that male CPs in top and principal grades scored significantly lower on 
caseness as measured by the General Health Questionnaire (GHQ-28) compared with 
senior and basic grade male CPs. Female CPs scored significantly higher on caseness 
compared with men, even when grade and age was controlled for. No differences 
were found between basic/senior and principal/top grade female CPs. It appears that 
this finding reflects the multiple role strain often experienced by women who have 
family and domestic responsibilities. In contrast research suggests that professional 
married men report less stress than single men, potentially reflecting the greater 
responsibilities often assumed by their female partners. The opposite trend was found 
amongst professional married women, supporting this hypothesis further (Holmberg, 
1993; Lundberg & Frankenhaeuser, 1999).
Despite the aforementioned gender issues within the profession of CP, there has been 
a stark absence of debate and reflection around this. Even the two key reports on CP 
(MAS, 1989; MPAG, 1990) failed to consider gender and in no professional forums 
has this been raised for public debate. Nicolson (1992) argued that it is not explicit 
sexism that is the most powerful source preventing women from having equal
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professional opportunities. Instead it is the engrained norms around gender that are 
taken for granted by applied- and academic psychology, which ignore gender issues 
and render sexism invisible. Thus allowing gender inequalities to continue within the 
profession.
Rationale for this Study
The review of the current NHS context demonstrates the need for leadership at all 
levels to safeguard quality services whilst guiding the organisation and its members 
through what is arguably the greatest challenge ever faced by the public health 
service in the UK. To survive as a profession and facilitate this process in sustainable 
and productive ways CPs need to take up leadership opportunities across the 
organisation, in clinical as well as strategic posts. However, more qualitative 
information is required from CPs in the NHS who are taking up leadership 
opportunities and/or facing this challenge, to help the profession understand what 
support is needed to assist the profession in this area.
Furthermore, statistics show that in the past three decades the profession has become 
female dominated. Yet FCPs are under-represented at the most senior bands. With a 
couple of exceptions in the early 1990s, there has been no research or discussion of 
these gender issues within the profession. Research in the area of gender and 
leadership indicate that it would be naïve, and unethical for a female dominated 
profession to continue to ignore these dynamics in the professional leadership debate.
More clarity is needed to understand what leadership means for the profession in 
concrete terms. Through establishing this, and appreciating the impact of gender, it is 
hoped that the leadership processes FCPs go through, the skills they employ as 
leaders, and the hindering and facilitating factors they face can be better understood. 
This would assist in identifying areas where support is required such as training and 
professional development. When considering the selection of FCPs to interview, 
those in AfC pay band 8c to 9 were selected, as this group would most likely hold, 
and have previous experience of different positions of leadership in both clinical and 
strategic capacities. In consideration of the aforementioned professional leadership
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context and the dearth of research exploring the role of gender in this area, this study 
aims to provide an initial examination of the question:
How do FCPs understand and navigate their leadership role and responsibilities in 
the NHS?
METHOD
Design
This study is interested in exploring FCPs’ understanding of their leadership in a fast 
evolving NHS. A qualitative approach was deemed the most appropriate 
methodology to gain a detailed understanding of this. The qualitative approach 
strives to derive rich knowledge and understand diverse experiences and processes 
(Harper & Thompson, 2012).
Ethical Approval
Ethical approval was sought and approved by Kent Research Ethics Committee 
(Appendix A) and the Ethics Committee at the University of Surrey (Appendix B). 
Research and Development (R&D) approval was also obtained from the two relevant 
NHS Mental Health Trusts (Appendix C and D).
Participants
The research was carried out across two NHS Mental Health Trusts, one in South 
England, and one London Trust. Participants working in both of these locations were 
identified and recruited between September and October 2010 with the help of two 
senior consultant CPs working within these Trusts. Emails were sent out to all FCPs 
that met the inclusion criteria (see below), providing information about the research 
and extending an invitation to take part. The inclusion criteria was:
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1. Female
2. Clinical Psychologist
3. NHS employee in one of the two Trusts
4. Employed in Agenda for Change band 8C to 9 posts
FCPs who were interested in taking part contacted the researcher directly. The 
research information sheet was re-read by participants prior to their interviews 
(Appendix E). This outlined the purpose of the study, the inclusion criteria, the 
voluntary nature of participation, the role of the participant, possible disadvantages 
and benefits of participation, confidentiality, data protection, the organising and 
reviewing bodies, and dissemination of research findings. Written consent was 
obtained prior to interviews (Appendix F). Thirteen FCPs sought to participate. 
However, two FCPs did not meet the inclusion criteria. Eleven FCPs; two employed 
by Trust one and nine by Trust two, met the criteria for participation. Interviews took 
place in private rooms in the participants’ workplaces between November 2010 and 
February 2011. One participant preferred to be interviewed in a quiet room at her 
home. The interviews took between 47 and 105 minutes.
Prior to interviews participants were asked to complete a demographic information 
questionnaire (Appendix G). All personal information have been omitted in order to 
protect participants’ details. Pseudonyms have been used throughout the report for 
purposes of anonymity.
The ages of the eleven FCPs who participated in this study ranged between 39 and 
68 years old. Three described their ethnicity as ‘white other’, two were ‘white Irish’ 
and six were ‘white British’. Three FCPs worked in AfC band 8C posts, five in 8D 
posts and three in band 9 posts. They had been qualified CPs for between 13 and 43 
years (mean=28,4) and had worked between 1,5 and 9 years in their current posts 
(mean= 4.7). Only two FCPs worked full-time, and the remaining nine FCPs worked 
between 0.4 whole time equivalent (wte) and 0.9 wte (mean=0.6).
I l l
Materials and Procedure
The interview schedule was semi-structured and consisted of nine questions and 
prompts (Appendix H). These were designed to encourage participants to a) share 
their understanding of leadership, h) reflect on their leadership role, development, 
and practice, c) consider the role of gender within this context. The structure and 
content of the interview schedule were informed by the literature review and 
consultations with the research supervisor.
During the initial two interviews participants shared some experiences about CP 
surviving as a profession in times of uncertainty. Given their shared experiences and 
reflections on the impact of their current professional contexts on their past, present, 
and predicted professional futures, an additional question based on ‘future leadership 
challenges for the profession’ was added to the interview schedule to encourage 
participants to consider the future during their interviews.
Data Analysis
Theoretical Position
In order to evaluate the success of any qualitative study, the research question, the 
epistemological position of the researcher and the approach adopted by the 
researcher must be compatible (Willig, 2008). Qualitative methods vary in their 
epistemological positions from the realist end of the continuum to the relativist end. 
Realism assumes an objective truth is ‘out there’ and surmises that an appropriate 
method can capture this. In contrast relativism rejects the notion that we can derive 
an objective ‘truth’. Relativism refers to the belief that experiences and perceptions 
reflect the specific language and cultural contexts in which they exist. As a 
consequence there is no absolute truth and what exist are instead diverse 
interpretations of the world and experiences individuals have (Willig, 2008). Critical 
realism is positioned between these positions, in the middle of the epistemological 
continuum. This theory asserts that there is an observable world, which we can 
comment upon and derive knowledge from. However, critical realism also 
acknowledges the role of the observer as viewing this world with lenses coloured by
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the social contexts, power structures and discourses available to us, which are also 
created by us. Thus knowledge is always socially situated, although not socially 
determined, as relativism would argue (Bhaskar, 1997). In this way knowledge is 
dynamic and continually evolving depending on the lenses available to us at any one 
point in time (Parker 1998; Pilgrim & Bentall, 1999). This is the position embraced, 
which has guided the content and process of this study.
This study aims to explore how FCPs understand and navigate their leadership role 
and responsibilities in the NHS. The stories shared by participants reflect their 
understanding of their professional roles and contexts, the applications of leadership, 
how they came to be where they are today and factors that have impacted on these 
processes. Furthermore, participants’ accounts contribute to important knowledge 
about leadership development, practice and experience amongst FCPs. In line with a 
critical realist perspective, it is acknowledged that a number of external and internal 
factors are likely to have impacted on what and how information was shared and 
explored by participants during the interviews. To facilitate the interpretation of 
FCPs’ understandings, theoretical evidence is drawn upon to inform the results of 
this study.
Thematic Analysis (TA)
TA is a powerful qualitative method, which analyses and categorizes meanings and 
patterns in the data in relation to the research question. In this way TA lends itself 
well to this study, which asks how participants understand and navigate their 
professional leadership. Meaning making, through the identification of shared and 
connected themes across participants’ accounts, allows the building of a coherent, 
informative and meaningful picture that provides insight into this area and is 
intrinsically linked with the words of the participants (Braun & Clarke, 2006). 
However ‘thematising meanings’ is a shared ability of many qualitative methods 
such as Grounded Theory (GT), Interpretative Phenomenological Analysis (IPA) and 
some narrative analytic (NA) approaches (Bernard & Ryan, 2010; Holloway & 
Todres, 2003; Riessman, 2008). In contrast to these approaches, TA is not wedded to 
any particular epistemological position and is therefore a flexible and accessible 
method. Considering the theoretical assumptions underpinning this study, its aim and
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participant numbers, TA was therefore considered the most appropriate qualitative 
analytic tool for this research (Joffe, 2012).
Braun and Clarke (2006) specified that a good TA should always be transparent 
about its process and decisions made through it. A theoretical approach driven by a 
theoretical interest into how leadership is understood and navigated by FCPs in the 
NHS was intentionally adopted in this study, rather than a purely data-driven one 
where the coding process is not tied to any pre-existing theories or models. This 
approach is in line with Harper (2012) who argued that a good TA is not performed 
in a vacuum but is carried out within a framework of relevant theories, participants’ 
shared experiences, recognition of how new concepts may evolve during the analysis 
and the researcher’s position (see ‘my position as the researcher’ below).
Analysis Process
TA has traditionally been a poorly defined method that has been applied in a range of 
unspecified ways, with no apparent order (Howitt & Cramer, 2007). In response to 
the lack of theory and method attached to TA, Braun and Clark (2006) drew up a 
clear fi*amework around this approach and clearly specified its theoretical 
underpinnings, outlined its application and methods of evaluating TA. Their step-by- 
step approach guided the data analysis.
In the first phase, familiarisation with the data was achieved through transcription of 
the interviews. A research assistant (RA) was employed to carry out the majority of 
the transcriptions. This was specified in the NHS ethics application, which was 
approved, and the RA signed a confidentiality agreement (Appendix I). Although the 
RA transcribed most of the material, all transcriptions were carefully proofread by 
the researcher whilst listening to all recordings of the interviews. This process 
ensured the accuracy of transcriptions as verbatim reflections of the interviews. 
These were read a number of times with ideas for potential codes noted for the 
subsequent analytic phase.
The second phase included careful reading of the data and identification of codes 
throughout the transcripts, which closely reflected the contents of the data.
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Subsequently the generated codes were grouped together under overarching themes, 
which described their essence. The corresponding data excerpts that demonstrated 
the identified themes were then collated. Through a recursive process using mind- 
maps and post-it notes, themes were organised into categories. Relationships 
between themes, and factors within themes were explored and identified. This 
process led to the production of a table containing all candidate main and sub-themes 
and corresponding data excerpts (Braun & Clark, 2006). Data extracts were then read 
to check for consistency and an initial ‘thematic map’ was produced. Patton’s (1990) 
guidelines around internal homogeneity within themes and external heterogeneity 
between themes provided a fi*amework for this and the following level of the 
analysis. Subsequently the complete data set was reviewed to ensure the thematic 
map was grounded in the data.
The final phase of the analytic work involved refining and defining the essence of 
identified themes to ensure that the final thematic map provided an accurate 
reflection of the data set, the hierarchy of different themes within it and the 
relationships between these. The content and structure of the final thematic map was 
corroborated through validity checks by the academic supervisor and an external CP.
My Position as the Researcher
The qualitative thematic approach adopted in this research emphasizes the 
importance of the audience in the research process. Thus, it was important to reflect 
on my role as a researcher. Numerous experiences and values will indisputably affect 
the position from which the subject was viewed. Only the most significant and 
salient of these will be discussed here.
Like all participants in this research, I am a woman. I am also a mother. I was bom 
and raised in Sweden by a Swedish mother and Spanish father. During my 
upbringing my mother worked full-time. My father worked part-time and looked 
after my brother and I. The role of fathers in domestic life and childrearing in 
Sweden is one that is active, and thus provides increased space for women in the 
professional sphere. I currently live in the UK with an English partner and exist in a
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cultural environment that holds different expectations of women both in terms of 
their professional and personal roles, compared with the traditional Swedish norms 
that informed my development and value system. These factors may have influenced 
how I asked questions, followed up on information shared, and interpreted 
participants’ stories. My gender, parental status, professional and personal 
aspirations, past and current experiences, expected future and values all influence the 
way in which I speak, listen and interpret participants’ narratives.
The experience of being a woman undoubtedly differs between people, as well as 
within people, across time and place. However, sharing the commonality of being a 
woman may equally provide me with access to personal, intimate aspects of 
participants’ stories in a way that communicating across the gender divide may not. 
In this way my gender might provide me with an essential perspective from which to 
analyse FCPs’ accounts, whilst simultaneously ensuring that I remain mindful of 
how my own ‘taken for granted’ assumptions might influence the research process.
I have also considered how participants may have regarded my position as a trainee 
CP considering the uncertainty around our future professional role in the NHS. I was 
mindful that participants, many whom were supervisors of fellow trainees, might be 
particularly conscious of my forthcoming qualification and potentially feel reluctant 
to share ambivalence or negative experiences around the profession in order to 
‘protect’ me. To facilitate an open discussion I ensured transparency of 
communication around the political and social context of the research prior to each 
interview and highlighted that I was curious about a range of experiences the 
participants had had, both positive and negative. The analysis process did not 
highlight any cause for concern in terms of paucity or homogeneous findings. Instead 
it appears that participants’ stories held a wealth of diverse experiences, both within 
and between accounts.
Evaluation, Quality and Self-reflexivity
Since the introduction and establishment of qualitative methodology into the 
scientific community, this group of diverse methods have been criticised for not
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enabling standard quality evaluation in the same way as quantitative methods allow 
(Smith, 2008). In response, Willig (2008) clarified that the alternative approaches 
that need to be adopted to enable quality evaluations of qualitative methods must be 
in line with the epistemological position of the specific research. In contrast with 
quantitative research that assumes a positivist position, no one size fits all but various 
diverse guidelines exist. Lucy Yardley’s criteria, as an esteemed researcher in 
validity and quality judgement of qualitative research, has closely guided the 
planning and implementation of this study (Yardley, 2000). Furthermore, Elliott et 
al. (1999) highlighted the importance of the following guidelines for assuring the 
quality of qualitative research.
Ownins One's Perspective
As explored in depth in ‘my position as a researcher’, my personal values and 
assumptions influenced the research process, from developing the research question, 
to the epistemological position of the research and throughout the data analysis. 
Keeping a research diary during the research process and being interviewed by a 
colleague before, during and subsequent to conducting interviews with participants 
ensured that I remained aware of the role I played in the research content and during 
its process. It also facilitated transparency about each step of the research process in 
the report. Furthermore, it helped to secure validity by enhancing the researcher’s 
self-reflexive ability (Dallos and Vetere, 2005). A thematic analysis of my research 
diary and interviews is presented in Appendix J. The key findings that emerged from 
this analysis are explored in brief detail in ‘outcomes of credibility checks’ in the 
‘results’ section.
Situating the Sample
The ‘participants’ section provides descriptive data about the participants and their 
circumstances to provide the reader with relevant information in order facilitate a 
richer understanding of the findings.
Groundins in Examples
The ‘analytic process’ previously described illustrates the analytic procedure to the 
reader and ensures the findings are grounded in the data. These are presented in the
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‘results’ below, which describe the identified themes, illustrated by two or three 
specific examples of each theme and verbatim data extracts from participants’ 
accounts that bring these to life. An excerpt from a coded transcript is included in 
Appendix K to share the analytic process with the reader. Additional verbatim 
extracts of each theme can be found in Appendix L.
Providing Credibility Checks
Throughout the research process I accessed regular supervision from an external CP 
and my academic supervisor, a FCP with extensive leadership experience. These 
forums provided space to reflect on my analysis, interpretations of its findings, and 
my personal impact and experiences throughout this process. In line with Yardley’s 
(2000) recommendations, an external CP and an independent qualitative analyst 
reviewed two transcripts of the data in order to triangulate the analysis findings and 
ensure the coding corresponded with that of other readers. Identified inconsistencies 
were carefully reviewed, discussed with auditors and my academic supervisor and 
recoded where appropriate. Participants who had requested to see the results of the 
data analysis in their consent forms were also asked to feedback their thoughts. See 
‘outcomes of credibility checks’ in ‘results’ for more information.
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RESULTS
This study aimed to explore senior FCPs’ understanding and navigation of their 
leadership roles and responsibilities. Two main themes were identified across the 
transcripts. A thematic map of the main themes and their sub-themes is presented 
below. In order to illustrate the nature of the findings, the identified themes and sub­
themes will be presented within a descriptive and interpretative context alongside 
verbatim excerpts from the FCPs’ accounts.
The issue of gender and its potential impact on leadership was rarely present in 
FCPs’ stories. The relative absence of consideration of the role of gender on 
leadership within the NHS, and the impact of this, will be explored in the 
‘discussion’. Nonetheless, where the subject of gender was voiced as influential by 
FCPs, as illustrated in theme 2c, and briefly in relation to some other sub-themes, 
this is explicitly commented on in the results below. These findings transpired when 
FCPs were actively encouraged to reflect on the potential impact of their gender on 
their leadership experiences.
Table I. Summary of main themes and sub-themes
Theme Sub-theme
1) Identity in Leadership • Internal drive to make a difference
• Valuing people
• Holding the whole
• Evolving role
2) Ability to Influence • Shaping a leadership position
• Playing the system
• Adopting a realistic position
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Main Theme 1: Identity in Leadership
The first main theme explores FCPs’ view of leadership and how they understand 
their own roles as leaders. It also describes how FCPs have developed this role and 
their identity as leaders, and it encompasses the values and beliefs that they 
expressed as central in their role. This theme illustrates how FCPs commonly viewed 
themselves not just as a CP or a leader, but as a clinical psychology leader. These 
two roles appeared to be conflated within FCPs’ professional identities. Within this 
theme FCPs also emphasised the close parallels between the role of the therapist and 
that of the leader, a link that many FCPs explicitly alluded to in their stories. FCPs 
expressed that their work as CPs and leaders were fuelled by the same motivations, 
drew on the same skillset and embraced the same key values.
Identity in
leadership
Internal drive to
1 Holding the  
1 wholemake a Valuing people Evolving role
difference
Figure 1: Thematic map of ‘Identity in leadership’.
Sub-theme la: Internal Drive to Make a Difference
FCPs voiced a strong motivation to make a positive difference to people they came 
into contact with at work, both directly and indirectly. The majority of FCPs 
expressed that this had driven them to enter the profession in the first place. It had 
also inspired them to seek leadership opportunities that allowed them to influence 
and develop systems around them in positive directions, FCPs specifically 
emphasised a desire to extend the application of psychology from the individual to 
the team, the organisation and the population. Furthermore, FCPs often expressed
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that they saw the current health economy context as an exciting opportunity to make 
a positive difference for all stakeholders.
FCPs talked about how their key role as CP leaders was to make the whole 
organisation of NHS more psychologically mindful. In this way it was felt that 
psychology could make a substantial difference by being accessible to and support a 
much larger part of the population who use public health services: “the majority of 
psychological work is about cultural change and changing other people’s 
practices ... making people more psychologically intelligent. So it was once said 
the role of the psychology was to make the organisation more psychologically 
minded. That is what I want to do. I want to embed psychology within all the 
practices within the NHS” (Velma). Using one’s psychological knowledge to 
motivate and enthuse stakeholders was commonly expressed as a rewarding process 
that empowered all stakeholders to work together towards the same visions. It 
appeared that this process often fed a positive cycle where the FCP was positively 
reinforced herself, through the successful outcomes of her work, responses and 
engagement from others. This inspired her to continue her effective and thriving 
leadership: “what I really enjoy is the opportunity to ... mobilise lots of people to 
do something that makes a big difference ...That gets me out of bed in the 
morning ... feeling that I’ve g o t ... a model right that actually engages not only 
people who use services and carers but suddenly starts to make burned out 
clinicians sit up and feel good about coming to work ... I’ll always get off on 
that” (Mary).
Many FCPs saw an important opportunity for CP to make a difference and influence 
positive systems change, particularly in relation to the current health economy and 
organisational context. They expressed that if the profession played their cards right 
CPs could secure a key role in public health services: “to be in the fore-front, very 
much to be a leader ... Not just in the sense of you know there is a space for 
clinical psychology here, but influencing the whole culture ethos, visions, values 
within the organisation” (Anna). Some FCPs recognised that in order for 
psychology to be influential in developing a sustainable organisation, this influence 
had to be reciprocal, with the profession acknowledging and incorporating the
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political and economic contextual framework they work within into their leadership: 
the biggest thing really is how to help shape the strategic direction of 
services in the trust ... the whole health economy is going through a huge 
transition ... we know a bit about the political direction. So really trying to take 
on-board the cost savings and ... quality improvement, innovation, productivity 
and performance, and ... contribute to discussions to shape that in a way that is 
going to be of good quality for the future” (Grace).
Sub-theme Ih: Valuins People
FCPs voiced how they placed the NHS workforce at the core of their leadership. 
FCPs emphasised that a key aspect of their role was to ensure that people at every 
level felt valued, heard and supported. Many FCPs stressed the importance of being a 
positive role model and lead by example. By embracing this respectful approach 
FCPs often felt that the workforce, and in turn the organisation, could also begin to 
model desirable behaviour to the large population they serve.
Inclusive and involving leadership approaches were consistently embraced by FCPs. 
It appeared that the values underpinning these were more in line with their personal 
and professional values, than those of more directive and transactional leadership 
approaches. Many FCPs talked in general terms about their style rather than 
mentioning specific models: “I am more “let’s have conversations around this, 
see how everybody feels about it”, get people’s input into that decision, more 
consultative” (Debra). FCPs emphasised that they strived to ensure organisational 
changes and service developments were dynamic and bilateral processes between the 
higher and lower levels of the organisation, and saw themselves as key facilitators in 
this process: “ ... with your own group, I mean you have got to be able to, that 
they feel they are participating in the decision making process ... and you are 
like their representative” (Maria).
In this context it appeared that FCPs felt that the facilitation of a flourishing 
workforce was a calling for them in their leadership role. FCPs voiced the 
importance of supporting people in the MDT in a holistic way: T would like to 
think that people think of me that I am approachable, containing, that people
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feel valued, that people sort of feel there Is a guidance ... instilling a sense of 
hope and sort of investment in whatever it is the person is doing” (Gill). Many 
FCPs mentioned how a key aspect of their role was to encourage others to develop 
and ensure that the different professionals within the MDT flourished in then- 
individual roles. It appeared that FCPs often drew on psychological ideas in this 
process, implicitly and/or explicitly, and adopted strength-focussed and positive 
psychology based approaches: “if ... you focus on what people cannot do, they 
also become less good at things they can do well on the whole, and if you have a 
group of people everybody is going to bring in different strengths, try to use 
them rather than make everyone equally good at everything ... It makes people 
feel more good about themselves and that is important to ... have a good 
working team” (Anna).
Sub-theme Ic: Holding the Whole
FCPs often described themselves as actively aiming to take a ‘helicopter’ view of 
services, the overall organisation, and its wider contexts. In order to do this, FCPs 
expressed that they had to network and keep up to date with all contexts - political; 
economic; health and social that in different ways affected their work environment. 
They described how being able to see the bigger picture was containing for both 
themselves and others, guided their leadership work, and also helped them to direct 
staff efforts in productive directions.
Connecting, and remaining connected, with the dynamic contexts of the NHS 
appeared to be essential for many FCPs. A number of FCPs discussed the importance 
of being aware of the political context of higher-level systems, as these guide the 
agenda of lower level sub-systems within the NHS: “it is my job to know about the 
prevailing politics ... So that I can really focus the attention of the kind of 
experts who are in my team in particular areas to what are the tough nuts that 
we’ve really got to crack ... that’s my leadership role” (Mary). Similarly it 
seemed that FCPs saw themselves, within their leadership role, as filters in this 
process. Often FCPs appeared to adopt the responsibility of translating the message 
communicated at the top of the organisation into digestible visions, directions and 
actions amongst their followers at grass-root level: “I think it is about being able to
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be a conduit between parts of the NHS that my staff will never have any contact 
with and try to make it real for them. They need to understand the principles of 
what is going on” (Lisa).
Many FCPs expressed that an important part of their leadership role was to piece all 
the relevant contexts together into a coherent picture, which they shared with others. 
This process also appeared to focus FCPs on key areas and help them prioritise their 
work: “I think it is about being able to piece the jigsaw together for people, for 
myself and for other people” (Lisa). It appeared that many FCPs used this 
contextual map as a framework for their leadership. From engaging others in 
thinking creatively about how to improve services, to putting things into action, this 
served as a guide to ensure that all subsystems worked in the same direction: “for 
me the leader has to be the person who can ... generate ideas ... listens to ideas ... 
put them together in a kind of realistic framework... and then it is about kind of 
implementation of that” (Anna).
Sub-theme Id: Evolvins Role
A real sense of reflexivity was expressed by FCPs with regards to the time and place 
of their leadership. Over the course of their careers the demands of the organisation 
and availability of leadership opportunities within the NHS had drastically changed. 
FCPs often voiced the importance of on-going development to ensure they were 
effective in, as well as enjoyed, their leadership role. This seemed to parallel the 
emphasis on CPD amongst CPs. Some FCPs stressed that the leadership capacity 
amongst other professional groups was high and in order to offer something unique, 
effective and appreciated, they needed to continually update their leadership skillset 
and receive support and guidance to implement this. Most FCPs had not received any 
leadership training. A few FCPs in strategic leadership roles had attended some 
general leadership training and leadership courses for female leaders, organised both 
by the NHS and organisations such as the Kings Fund. The general training appeared 
to have facilitated development of self-awareness in relation to their leadership, and 
increased and enhanced participants’ leadership skill-set. The ‘female leaders’ 
courses appeared to have been important experiences in their leadership development 
process for different reasons: One FCP expressed that the training had helped her to
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reflect on the impact of her gender on her leadership and her followers. Another FCP 
shared that she had learned to appreciate the advantages of female leadership. A third 
FCP talked about the close support network of other female leaders that she had 
established and maintained thanks to the training.
FCPs emphasised the importance of on-going development to expand their 
professional skillset. This involved various training courses and development 
opportunities from different organisations and sources. A number of FCPs had 
sought opportunities to develop their leadership skills outside of their working hours. 
Some FCPs talked about how, despite a long career and extensive leadership 
experience, their role was very demanding. These FCPs stressed that formal 
leadership training helped them keep on top of their responsibilities in a constructive 
way: “I have had a great interest in continuing development, I kind of think 
"God I still don’t know quite what I need to do" ... that is why I have done 
[leadership training courses] I never feel like I’m there, I keep thinking "oh, I 
need to do this more" ... I am using every ounce of skill I have just going day to 
day” (Grace). Within this context many FCPs often expressed frustration with a 
perceived lack of opportunities to develop as leaders through formal training. FCPs 
frequently shared that it would be helpful for them to attend leadership courses 
specifically designed for CPs to help them feel better equipped to deal effectively 
with the responsibilities of their position: “it would be great to have the 
opportunity to have a day, or two days, to generally think about leadership and 
to have shared experiences from psychologists who are very, very experienced 
in leadership” (Gill).
Another aspect of this theme related to FCPs’ stories around personal development 
and how this had played a key role in facilitating their leadership work. FCPs often 
mentioned that low self-belief had been a theme in their lives, which had impacted 
on their leadership. This was an area they had to address in order to ensure effective 
leadership practice: “self-belief ... has always been something I have had to be 
aware o f ... I have to be careful n o t... to get into that self doubt. And I think I 
have learnt to be to deal with that better, to kind of say “there is no point 
beating yourself up about it”” (Grace). Similarly, some FCPs expressed that the
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issue of low self-esteem was a common theme, particularly amongst FCPs. This 
appeared to be a general issue in relation to various aspects of their professional 
identity and role. This was an issue they actively strived to address both within 
themselves and amongst their followers to ensure this did not hinder FCPs in their 
work or prevent them from taking up leadership opportunities: “I think 
psychologists, we do a dreadful thing to ourselves in that we are always waiting 
to be found out that we are not good ... particularly female psychologists have it 
in spades ... it was a real problem for me and I was forever being scared of being 
found out” (Lisa). This FCP shared how she overcame these difficulties by applying 
her knowledge of Cognitive Behaviour Therapy (CBT) to her own life.
Main Theme 2: Ability to Influence
The second main theme. Ability to Influence, focuses on the external aspect of the 
leadership role as described by the FCPs. It explores the outward approach, actions 
and behaviour, the ‘doing’ aspects of FCPs’ leadership roles that enabled them to 
influence their working environments. The findings illustrate how access to ‘power’ 
was an essential aspect of FCPs’ leadership roles. ‘Power’, in this context, refers to 
FCPs’ sense of being in control over aspects in their working environments. This 
allowed them to direct and influence the behaviour of others, or the course of events, 
in more positive directions. It does not refer to power in the authoritarian or 
oppressive sense. FCPs talked about how this allowed them to have a real impact on 
their wider organisational contexts and specific services within it. This theme 
illustrates FCPs’ experiences that in order for their leadership voices and actions to 
be valued within their professional contexts, certain conditions had to be met. 
Furthermore, it illustrates how some factors impacted on FCPs’ ability to influence 
both in a facilitative and hindering manner.
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Ability to  influence
Shaping a 
leadership
position
Playing th e  
system
Adopting a 
realistic position
Figure 2: Thematic map of ‘Ability to Influence’
Sub-theme 2a: Shamns a Leadership Position
This subtheme emphasises FCPs’ experiences of how they came to hold influential 
leadership positions. It also describes how they became recognised as holding this 
important role and become genuinely valued by colleagues within and across 
professions, at both junior and senior levels. Despite their level of professional 
experience or type of leadership role, all FCPs described how shaping their role 
required active work and informed strategies that depended on the type of position 
participants held.
Within this context, FCPs described how they shaped their position by gaining 
credibility from people they work with. They expressed that even when they were 
assigned an official leadership post, they had to earn the respect of others in order to 
be recognised as a ‘true’ leader. FCPs shared that they gained this credibility by 
voicing their unique knowledge and skills and sharing this with others, 
demonstrating that their work is based on best practice and leads to good results. By 
making their contributions seen and heard, FCPs shared that others came to 
recognise and appreciate their valuable role in the service and organisation, which 
secured their access to influence and expanded this where possible: “little by little I 
got posts, I have got about seven posts now. I think that mainly it has been 
because I have always been very keen to bring the flag of psychology pretty high 
... I work very hard because I think people need to know that you produce 
things ... that you get people better you know. I think that is the only way to 
gain credibility” (Maria). Many FCPs emphasised that credibility as a CP leader
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was gained from colleagues by communicating psychological knowledge in a way 
that was accessible to other professionals. FCPs also talked about how sharing their 
knowledge with managers ensured that they established trust in them, which allowed 
them to carry out different projects as part of their leadership role: “I have learnt 
over the years ... how knowledge is important because managers don’t tend to 
read things particularly, so if you can give them information about how things 
are going elsewhere, they are much more likely to listen to you, or if you have 
got evidence of how they work somewhere else” (Debra).
Many FCPs also expressed that the official position and/or responsibilities they held 
often facilitated their ability to lead effectively. When FCPs’ leadership was reflected 
in their job-titles, they were recognised by others to be in charge of certain processes, 
so called task leadership. FCPs conveyed that this led to an immediate access to the 
influence that is embedded within the official leadership position. Consequently they 
felt less pressure to ‘earn’ the right to have the privilege of a leadership position 
before they were able to embark on relevant projects: “earlier in my career I have 
been in positions where I had a clearer leadership role in terms of say being the 
head of speciality ... So obviously then you have got a clear mandate to be 
leading” (Joyce). The importance of having a defined leadership role was 
frequently voiced. Many FCPs had taken a lead of various projects and developments 
during their career that were less, if at all, recognised by the organisation. This 
seemed to have impacted on how FCPs saw themselves in terms of their leadership 
role and often appeared to be related to a less defined leadership focus. A number of 
FCPs expressed that it had been important for them to seek a clear definition of their 
responsibilities and have their contributions acknowledged by the organisation 
through a formal leadership title: “soon after the merger there were ... posts 
created so I applied for the [current] post. Which kind of then, in many ways, 
just recognised what I had already been doing” (Anna).
Many FCPs talked about the dual nature of their leadership role as some aspects of it 
were, although taken for granted, unspoken and often unacknowledged. Other 
aspects of their leadership role were formally recognised, as illustrated in the 
paragraph above. FCPs often voiced that even when they or fellow colleagues did not
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hold official leadership positions they could still hold leadership positions that were 
very influential, “there are ... people I think who ... push by doing things more 
sort of quietly behind the scenes” (Sarah). Based on FCPs’ experiences it seemed 
that this type of leadership was perhaps more common amongst FCPs as opposed to 
male CPs due to FCPs more often working reduced hours, which limited available 
leadership opportunities (see theme 2c): “what I see as I look around [the Trust] is 
an awful lot of women who are profoundly influential local leaders ... having 
taken on a massive leadership role. It is not formally acknowledged by the 
organisation or even perhaps by the profession but nevertheless ... they are 
leaders” (Mary). Some FCPs talked about on the one hand being expected by 
seniors and higher levels within the organisation to take a lead on various things, but 
on the other hand not officially being assigned as formally responsible for these 
aspects. FCPs expressed that this often made it more difficult to shape their 
leadership position and influence their environment: “when I started this job it was 
a little bit more implicit... it was very clear I was going to make things happen 
but I didn’t have explicit responsibility ... So people were very perplexed when I 
came in and didn’t behave like the previous psychologist” (Sue).
Sub-theme 2b: Playing the System
This sub-theme conveys the experience many FCPs voiced that they had to learn the 
rules of the ‘game’, which ensured they were more likely to be successful in the 
leadership role in the NHS. It describes how many FCPs talked about the importance 
of being aware of the conditions of the game and the other ‘players’ i.e. the wider 
organisational system and sub-systems, in order to effectively undertake their 
leadership responsibilities. Within this context, it was often emphasised how the 
language of the NHS had to be mastered in order to have access to influential sources 
within the system. FCPs often mentioned that positive working relationships with 
senior and junior colleagues were essential in order to successfully navigate the 
system.
Some FCPs talked about how difficult it could be to develop a comprehensive 
understanding of all the relevant systems that impacted on their leadership contexts. 
FCPs expressed that the learning process in this area was on-going as they worked
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within a myriad of influencing, interacting and dynamic systems that were constantly 
changing and developing. This was an area that FCPs expressed great aspiration to 
be knowledgeable in, to ensure good leadership practice: “ I am still not sufficiently 
knowledgeable about how systems work, either within kind of NHS or kind of 
you know public sector. Well, it is not just the public sector anymore either, in 
the country on the whole” (Anna). Some FCPs mentioned how their increased 
familiarity with the NHS system had proven very helpful in terms of enhancing 
productivity in projects they were leading. It appeared that awareness of the system 
they worked within positively correlated with developmental progression, both in the 
professional and personal sphere: “ I am now more confident in the system, I 
know ways of doing it, in a way that is going to be more productive ... it is just 
about confidence in myself and sort of knowing the system better and knowing 
how to work those people in the system and having those sort of skills” (Velma).
Many FCPs shared how learning the language around leadership and good 
communication skills were crucial tools for them in their role. Important 
publications, such as NWW (BPS, 2007a) and the NHS LF (National Leadership 
Council, 2013) were voiced as key in providing a language around leadership. These 
frameworks had allowed them to reflect on this concept, the skills they have in this 
area, their own position as leaders and the work undertaken in this role: “ I think [I 
am] having more of a language now of what leadership is” (Velma). Some FCPs 
mentioned how good communications skills could provide the key to power and 
ability to make a real difference. It was often expressed how small windows of 
opportunities with influential people in the organisation demanded that FCPs 
mastered the discourse of leadership skilfully: “ I would love to be more articulate 
and have those elevator statements and phrases. Some people are really good at 
having metaphors and very clear ways of communicating that are very 
persuasive ... That would be really helpful” (Grace).
All FCPs expressed how positive working relationships were central in ensuring they 
effectively navigated the system as leaders. Some FCPs mentioned how alliances 
with senior staff were particularly important in ensuring they could influence 
services in constructive ways, as seniors have direct influence over processes within
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the organisation; “If you have good relationships with certain managers you are 
much more likely to be keen to work together on change because as a [formal 
leadership title] ... you don’t necessarily change the world. You need to work 
with other people to do that. So it is actually really important to have good 
working relationships with the managers” (Debra). FCPs emphasised how 
building good relationships with staff on the frontline and getting them on-board 
were equally key in order to ensure important service developments were being 
filtered through to the grassroots: “trusting staff, listening to staff, getting staff to 
think really about people... I think can be really, really powerful” (Joyce).
Sub-theme 2c: Adopt a Realistic Position
FCPs’ accounts suggested that they had entered the profession with an idealistic, and 
often unrealistic, attitude. As they developed within the profession and became 
familiar with the organisational system, its possibilities and constraints, FCPs 
seemed to move to a different position and shift attitudes around their role. The 
majority of FCPs expressed the need to be realistic in terms of what was achievable 
within their leadership role. This referred to various personal and professional factors 
that impacted on their sphere of influence and determined what was possible to 
change from their position and within their working hours.
In this context FCP reflected on the role of their gender within their leadership work. 
When sharing their experiences around moving to a more realistic position FCPs 
often talked about how motherhood had impacted on their professional role and 
moderated what was achievable for them in this position. Many FCPs shared how 
challenging it could be to balance motherhood with a leadership role, and some 
expressed that it was not possible to do both successfully. Their experiences 
highlighted how, even in today’s society, it is still women’s careers that are 
negatively affected by having a family. Their struggle seemed to be exacerbated by 
conservative attitudes FCPs sometimes faced in the organisation around women 
combining a career with having a family: “it is very hard to get into those senior 
positions, with particularly the old attitudes towards having kids and flexible 
working” (Sue). However, the same FCP continued by stressing how the 
introduction of more progressive organisational policies had helped her to find a
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healthier work-life balance. This was a significant mediating factor that many FCPs 
stated had assisted them in juggling work and family life: ”it is now possible to be a 
head of department and not be full time ... I would expect there to be more and 
more women in those posts [senior positions] because we have more family 
friendly working processes” (Sue). A number of FCPs shared how motherhood and 
the responsibilities that were part of this personal role had restricted their career 
development in different ways. Many FCPs shared how having children had led them 
to reduce their working hours, which they felt had limited the leadership 
opportunities they were able to embrace: “I think the bit about having children 
and going part-time. I think it inevitably does [impact] ... I think you do have 
more opportunities if you’re around more of the time, and I think if you are 
only there two or three days a week it does make a huge difference” (Sarah).
Other common factors that had pushed FCPs to adopt a more realistic position in 
relation to their leadership were the actual external restrictions posed by the limits of 
their power within the organisation. Many FCPs expressed how they had embarked 
on their professional journeys hoping to change the world, but with time had realised 
the naivety of some of their ambitions. A number of FCPs talked about how they 
actively focussed their leadership efforts in directions they knew would be 
productive instead of wasting efforts in areas outside of their control. This insight 
appeared to be a developmental process, rather than a sudden event, and was strongly 
related to FCPs’ years of professional experience: “the challenges of the NHS and 
the cuts and the stupidity of some of the decision-making ... I am much more 
sanguine about it [now as opposed to a few years ago] ... I will do my utmost to 
change things I have got control over or I could influence. But some things I 
can’t influence” (Lisa). Some FCPs discussed how they had come to appreciate, 
with experience, how essential it is to have others on-board in order for any change 
to take place. In relation to this, FCPs often shared how they had to be realistic and 
accept that they could not control every person in the system that is needed to make 
change happen, and therefore had to give up pursuing unachievable goals: 
“entrenched practice and people who really don’t want to change and don’t 
want to do it any differently that has really, really put a brake on things ... we
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had one or two personalities who fought us all the way ... sometimes you just 
have got to give up with it” (Sue).
Many FCPs also talked about the diversity of their leadership role and the number of 
different responsibilities they juggled as part of it, making it impossible to achieve 
everything they wished to achieve within the limits of their working hours. All but 
two participants worked reduced hours and had done so for many years since their 
return from maternity leave. This meant that many FCPs experienced the pressure of 
their workload as even greater, due to the limited time they had to meet the demands 
of their leadership role. FCPs often likened their leadership role to that of a juggler, 
where the focus had to be on a number of things at any one time: “that sort of 
service development side of things ... the strategic side of things ... how do we 
align ourselves with you know stakeholders, ... trust strategy, trust policy, 
health authority requirements ... making sure that psychology has a higher 
profile within the MDT ... They are all juggled quite frantically” (Gill). Many 
FCPs mentioned how their reduced working hours exacerbated the challenge of 
juggling various leadership responsibilities further: I get pulled all over the place 
and with only two days a week it gets to be quite a challenge” (Sue).
Outcomes of Credibility Checks
The thematic analysis of my reflective interview notes and research diary (Appendix 
J) reflected the five main themes of ‘awareness of personal values around gender 
roles’, ‘hope for the profession’, ‘making participants’ voices heard’, ‘frustration’ 
and ‘resilience’. These findings suggest that my own experiences in relation to the 
research process correspond with some of the data results. Through self-reflexive 
explorations and discussions with a supervisor about any influence of this on the 
analysis process I ensured the findings were firmly grounded in the data. This was 
confirmed.
The independent audit concurred that the findings were truly grounded in the data 
and confirmed the strong association between the two main themes and their 
corresponding sub-themes. The audit facilitated further refinement of the sub-themes
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as to which ones linked together most meaningfully under appropriate main themes. 
For example, the themes of ‘Leadership Awareness’ and ‘Training and 
Development’ were collapsed into the more comprehensive theme of ‘Evolving 
Role’.
Lastly, participants who had requested in their consent forms to see the results of the 
data analysis were asked to feedback their thoughts on the findings to ensure these 
closely reflected the stories they had shared in the interviews. Participants’ responses 
were consistently positive and they expressed that the results were in line with their 
understandings and experiences of leadership.
DISCUSSION
This discussion explores how FCPs understand and navigate their leadership role and 
responsibilities in the NHS. The two main themes reflecting FCPs’ experiences in 
this area will first be summarised briefly. The findings will then be explored in 
greater detail with reference to existing theory and research, in order to shed some 
light on the process of leadership development and practice amongst FCPs. The 
clinical implications of this research will be discussed alongside its methodological 
limitations and suggestions for future research in this area.
Summary of Main Themes
FCPs described themselves as ‘CP-leaders’. The roles of CP and leader, seemed 
fundamentally connected in FCPs’ professional identities. The values and objectives 
that motivated FCPs to embrace leadership, their leadership approach and perceived 
responsibilities were firmly anchored in the BPS Code of Ethics and Conduct (BPS, 
2009). They were also rooted in the main objectives of CP; the wish to improve the 
health and wellbeing of people from the individual to the organisational level as well 
as for the wider population (DCP, 2001). Throughout the leadership process FCPs 
expressed a reliance on their core competencies as CPs to equip them in their 
leadership role.
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FCPs emphasised that the foundation, which their leadership role rested upon, was 
their ability to influence processes and behaviour within the organisation from a 
psychological perspective. Various factors were intrinsically tied to this. FCPs spoke 
about the importance of having their leadership position recognised by others. FCPs 
achieved this recognition in three main ways; by gaining credibility, through 
formal/task leadership and/or informal leadership. The latter approach placed an 
emphasis on leading by example, sowing seeds in others and applying psychological 
principles to achieve change. FCPs’ ability to influence relied on their knowledge of 
the system, learning its rules and pathways and being familiar with the other players 
within it. The importance of being realistic was also emphasised in this context, as 
there were limits to FCPs’ ability to influence. This ensured that their efforts were 
not wasted but invested in productive directions for maximum positive impact.
With the exception of how motherhood had affected available leadership 
opportunities, FCPs rarely reflected on the potential impact of gender on their 
leadership. When encouraged to consider this most FCPs appeared to embrace a 
‘gender-neutral’ position.
Exploration of Findings
There are a number of factors related to the research findings that could be explored 
in this chapter. However, due to limited space the two main themes are focused upon 
a) identity in leadership b) ability to influence. The role of gender within the 
leadership context will also be considered. These factors will be explored and 
interpreted in relation to the current literature.
Identity in Leadership
FCPs’ leadership was informed by and rested upon a solid foundation in 
psychological theory. This was evident in many ways, such as how they approached 
leadership tasks, drew on psychological concepts to engage others, generated ideas 
and transformed these into collective action and sustainable results.
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Psychological thinking and leadership
As leadership research has demonstrated (Batten, 1989; Buzan et al., 1999), FCPs 
also recognised that people are the primary asset of an organisation. Winston and 
Patterson (2006) emphasised how understanding the skills of followers are essential 
for a leader. It is important that leaders enable others to develop and use their unique 
skills for the benefit of the organisation, to generate a knowledgeable and skilled 
workforce and ensure people feel valued and supported. Skinner (2011) and Onyett 
(2012a) argued that CPs are well placed to fiilfil these leadership demands as the vast 
majority of CPs enter the profession driven by the desire to improve the lives of 
people who experience difficulties. Moreover CPs are uniquely trained to develop 
the skills required to achieve this. As indicated by the reports of FCPs in this study, 
the values underpinning the work of CPs appear to make it intuitively easy for the 
profession to adopt a leadership approach that is inclusive, engaging and appreciates 
the crucial importance of establishing reciprocal relationships with staff. This 
appeared to occur through the transfer of skills and competencies fi-om the clinical to 
the leadership domain through conscious competence of unconscious competence, a 
proposed fifth stage of the conscious competence model (Howell, 1982). Research 
also suggests that female leaders tend to adopt more democratic and participatory 
leadership styles compared with male leaders (Eagly & Johnson, 1990). Maslach et 
al. (2009) emphasised how engagement is essential for individual wellbeing. As staff 
stress levels in the NHS are high, and 80% of the staff believe that this impacts on 
the quality of care for their patients, it is even more important that successful leaders 
adopt an engaging approach (Boorman, 2009). Most FCPs interviewed were not 
familiar with formal leadership approaches, despite a few of them having attended 
leadership training. However when asked to describe their style FCPs often used 
words such as ‘democratic’, ‘involving’ and ‘collaborative’, all fundamental values 
for the profession of CP (Antebi, 2012; Onyett, 2012a; 2012b). One participant 
mentioned Appreciative Inquiry (AI) and shared that this was a powerful tool in her 
leadership. Onyett (2012a) and Lewis (2012) also emphasised the potential of AI to 
assist CPs in their leadership. AI is a leadership approach that incorporates the 
democratic, involving and collaborative values aforementioned. It appears to be 
highly effective in enhancing engagement, wellbeing and output amongst staff within 
organisations (Lewis et ah, 2006). AI addresses empowerment, it values the voices
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of stakeholders and communities attached to it and focuses on the positive aspects of 
an organisation to seek solutions, rather than adopting a deficit analytic approach 
(Cooperrider et al., 2003). In this way it bears many resemblances to psychological 
approaches such as the recovery model, systemic thinking, solution-focussed therapy 
and positive psychology that embrace the same philosophy and core values. In fact 
leadership models often stem from psychological paradigms, which gives CPs a head 
start in adopting influential positions within the NHS (Moyes, 2012). Nonetheless, 
despite their advantageous position, the profession needs support to develop 
increased awareness of specific effective leadership approaches to ensure CPs use 
their skillset and focus their efforts in productive directions.
Containment and development
The results also illustrate how FCPs often described their leadership role in similar 
ways to the role of a parent or care giver. FCPs regularly reflected on the importance 
of ‘attachment’ between them and their followers, ‘protecting’ staff from 
unnecessary stressors where appropriate and equipping them with the necessary 
skills to succeed in the NHS. FCPs also described themselves as wanting to be 
available to their colleagues, wanting them to feel heard, valued and important. They 
also said they often drew upon their psychological knowledge to motivate people to 
engage in change and development processes. These findings parallel Onyett’s 
(2012a) likening of the complex task of parenthood with that of leadership and his 
suggestion that love and care form the building blocks of successful leadership 
practice. The concept of ‘containment’ as discussed by Bion (1985) might also 
provide some insight into these findings. In this sense the leader contains others to 
ensure their environment is manageable for them. As reflected in FCPs’ accounts, it 
is the leader’s task to ‘metabolise’ information given by the higher levels of the 
organisation so that this can be digested and acted upon by staff without anxiety 
blocking these processes. This concept also reflects what FCPs voiced regarding 
being transparent and involving staff in organisational change in uncertain climates, 
whilst equipping their followers to not just survive but also flourish despite 
organisational ‘storms’. However in order to sustain this role, containment is 
required at all levels. Reflecting this, the dispersed model of leadership embraced by 
the NHS emphasises how leadership is required at all levels. To ensure this is
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translated from a theoretical model into practice, there is a need for professional 
support structures to assist in developing the advanced competencies and skills 
required by CPs (Hughes et al, 2011; Skinner, 2011).
The issue of development was also raised by FCPs in relation to their personal 
contexts. A number of FCPs mentioned that self-belief issues had proved to be an 
obstacle in the their career paths. Clance and Imes (1978) coined this the Tmpostor 
Phenomenon’ (IP). The women in their sample came primarily from white, middle- 
and upper class backgrounds and held various employment and educational 
positions. These included employment in law, counselling and teaching and 
education at undergraduate or graduate level, as well as faculty member status. 
Clance and Imes reported that due to family dynamics and social sex-role 
stereotypes, the IP was a common experience amongst their female participants. 
Despite great professional achievements, their participants felt little satisfaction and 
saw themselves are ‘impostors’ in their respective disciplines. Pinker (2008) cited a 
study by Gibbs et a l (1984) who argued that the IP was experienced by 69% of 
psychologists. The IP appears to reflect both low self-belief and lack of confidence. 
Self-belief has an existential quality and forms the foundation of a person’s 
psychological existence, that is, how an individual experiences herself. In contrast, 
confidence is a learned quality, which reflects what a person is good at and can 
achieve. Confidence issues rarely exist in a person with healthy self-belief, whereas 
the opposite is not the case (Juul, 1997). A number of FCPs who stated self-belief 
had been an issue for them also shared that personal work, whether in therapy, 
through coaching or on their own had been powerful tools to help them overcome 
this barrier. These experiences were reflected by Jarrett (2010). He cited interviews 
with Young and Clance and argued that overcoming IP and building a healthy self­
belief requires personal work and can also be helped through supportive networks.
Driving positive and sustainable change
Most FCPs expressed that they were keen to take up leadership positions at various 
levels across the organisation, as this enabled them to make a positive difference to 
individuals and groups both within and outside the NHS. Winston and Patterson 
(2006) described the desire and ability to challenge the status quo as a key driving
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force of a leader. Onyett (2012a) stressed that CP leadership is crucial ‘to make a 
positive difference to service delivery, service user outcomes and experience, staff 
morale and sustainable improvement’ (p. 10). Skinner (2011) also explored this drive 
in relation to the profession and stressed that, similarly to the FCPs in this research, 
CPs should influence and inform not only within the NHS but at higher government 
level as this is the body that determines the visions and efforts of the NHS.
This drive had often motivated FCPs to enter the profession in the first place. These 
findings are in line with the work of O’Neil and Bilimoria (2005). These authors 
discussed the importance of relational aspects to women’s career development. 
According to their career phase model for women, most FCPs in this study appear to 
fall into the ‘reinventive contribution’ phase (ages 46-60). Women in this phase 
were at an age when contributing to others was a driving force in their careers. 
Women in this phase and age group were also more likely to embrace activist values 
from the 1960s, a formative period in many of these women’s lives. Values around 
equality and justice were often mentioned by FCPs and opportunities to realise these 
values were readily embraced, as in O’Neil and Bilimoria’s (2005) sample. The 
narratives of FCPs in this study also suggest some coherence with these authors’ 
suggested second phase, ‘pragmatic endurance’ (ages 36-45). Women in this phase 
manage multiple personal and professional responsibilities. They have come to the 
realisation that their careers are not only determined by their internal drive to 
succeed, but that a number of external factors beyond their control are impacting on 
their work. The high relational contexts of women in this phase also appear to shift 
the central position that their careers have had in their lives.
Ability to Influence
All participants discussed their leadership role in terms of accessing power and in 
this way being able to influence things. When FCPs explored the essence of their 
leadership, the ability to influence transpired as the key aspect of their role. Some 
FCPs expressed a dislike for the term ‘leadership’ as they equated this with power in 
the oppressive and authoritarian sense. However ‘power’ has been established as a 
key concept in leadership work (Koontz & Weihrich, 1990). Zaleznik (1992)
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clarified the role of power in leadership and highlighted that the role of the leader is 
to have the power to influence others’ thoughts and behaviour. When FCPs’ beliefs 
around the meaning of ‘leadership’ were explored further, it appeared that the 
negative beliefs that were generated were also often due to confusion between 
leadership and management. Alvesson & Svenningsson (2003) found that leaders 
often expressed confusion around leadership, what this entails, and that leaders 
commonly defined leadership in contradicting ways. Hughes et ah (2011) reported a 
similar finding to the reflections of FCPs in their leadership workshop for CPs. Their 
attendees preferred to use the term ‘influence’ to describe the essence of leadership 
as they felt ‘leadership’ had negative connotations.
Communicating the value o f CP leadership
Some FCPs were involved in tendering processes and the strategic aspects of 
leadership. Other FCPs’ leadership was clinically orientated. In their accounts, FCPs 
emphasised a role for CP leadership input at multiple levels in the organisation 
including psychological provision as well as in care pathways and service redesign. 
In all these contexts professional relationships played the central role and was 
described as a vehicle for change. In order to lead, FCPs expressed that they needed 
to inspire others to follow them. Credibility was conceived to be critical to this 
process. FCPs shared that credibility was gained by showing that their work has the 
desired outcomes. Credibility was also gained through the consistent sharing of their 
knowledge of psychological theory and research with other professions, at both 
junior and senior levels. Roberts (1990) stressed that gaining credibility amongst 
staff is of key importance for leaders. Similarly Hughes et ah (2011) concluded that 
true leadership does not come with a job title or task. Instead it depends on whether 
others chose to follow a person or not. Moreover they emphasised the importance of 
‘selling’ the professional worth of CP by using marketing strategies to adapt to the 
business culture, which is becoming established in the NHS. This reflected the 
opinions voiced by some FCPs who argued that by becoming more ‘savvy’ and 
‘business minded’ CPs could establish a more valued, stable and influential position 
for the profession in the NHS. Onyett (2012a) and Skinner (2011) asserted that due 
to CPs’ knowledge and experience of motivating people, and facilitating behaviour 
change, the profession is well placed to embrace leadership roles in the organisation.
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However, the findings of this study suggest that this claim is only the starting point. 
CPs need to first and foremost become clear about the very meaning of ‘leadership’ 
(see ‘introduction’ chapter for definitions of this concept) before they move on to 
make their voices heard and strategically communicate their unique knowledge of 
psychological theory and demonstrate how this makes them well suited to exercise 
leadership. Accomplishing these steps would facilitate the gaining of credibility 
amongst other professionals and stakeholders, which would enable CPs to influence 
and develop different aspects of the NHS and its wider contexts in healthy directions. 
Onyett (2012b) also stressed the importance of promoting credibility in the 
profession and posed the pertinent question “If we have nothing special to contribute 
why would anyone want to collaborate with us?” (p.46). In order to do this 
successfully CPs need to demonstrate political and strategic awareness, knowledge 
that many FCPs mentioned were key but sometimes difficult to develop.
Leadership, recognition and language
The importance of credibility was equally applicable in both formal and informal 
leadership processes. For some FCPs their leadership role was official and reflected 
in their job title or in the allocation of a certain project that they were the designated 
leader for. However, a number of FCPs did not hold formal leadership positions. 
This type of clinical leadership role, which is often of an informal nature, is arguably 
the most common form of leadership practised by CPs in the NHS today. Darzi
(2008) identified that this type of leadership is urgently required in healthcare 
services to help the organisation to flourish. This appeared to be a potentially 
confusing leadership position, as suggested by Hughes et a l (2011). Although FCPs 
recognised that they held important influential roles in their services, the lack of 
formal responsibility and control over the resources to support them, sometimes led 
FCPs to not see themselves as holding a leadership role. This experience was partly 
conflated with FCPs’ understanding of the meanings of ‘management’ and 
‘leadership’, terms that were often confused. Furthermore, often only formal 
leadership, reflected in job titles, was recognised as leadership by FCPs. Edmonstone
(2009) described clinical leadership as ‘the elephant in the room’. She argued that 
this is a process that is often not acknowledged in services, yet is crucial to an 
effective health service. Moreover, the FCPs who held clinical leadership roles often
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lacked a language for what they did, which often made it difficult for them to reflect 
on their leadership. This was also expressed by attendees in Hughes et a l’s. (2011) 
workshop. As these FCPs were not in official leadership positions, it appeared that 
the lack of recognition of their role by the organisation was reflected in their own 
perceptions of their position. This organisational and personal lack of recognition 
was further reflected in the fact that none of the FCPs in informal leadership 
positions had attended any leadership training, either through or outside of the 
organisation. It appeared that the organisation was not prepared to invest in them 
from a leadership perspective and nor were these FCPs prepared to invest in 
leadership themselves. In addition to these findings, Nicolson et a l (2011) found in 
their research on leaders in the NHS that women reported significantly lower levels 
of ‘recognition’ than men, both in terms of managers recognising their qualities as 
well as having their contributions officially appreciated by the organisation. This 
suggests that FCPs’ experienced lack of recognition may partially reflect their 
position as female- as well as clinical leaders. The difficulty of measuring the 
outcomes of effective informal leadership, in contrast with the relative ease of 
evaluating task leadership, adds an additional complexity to the informal leader’s 
position.
As many FCPs emphasised the key role that ‘learning the language of leadership 
within the NHS’ played in determining their ability to influence their environment, it 
is important to explore this finding further. This phenomenon might be better 
understood by considering the processes of identity formation and internalisation in 
humans as explained by Katz (1996). Identity formation occurs through the child’s 
internalisation of the parental, or primary caregivers’, reality, which becomes 
reflected in the child’s own perception of themselves and the world around them. A 
main mechanism through which the process of internalisation occurs is language. In 
a similar way, for official leaders there is immediate access to senior official leaders, 
mentors and coaches in the organisation, who serve the ‘parental’ role for them 
within the organisational context. This resource provides the formal leader with 
immediate access to the language of leadership, which helps them reflect upon and 
develop in this role. This resource did not seem to be available in the same way to 
informal FCP leaders as it was to FCPs in formal leadership roles. Hence, without
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these resources their ability to reflect upon their position resembled the experience of 
fumbling around in the dark. The impact of the relative lack of support for informal 
leaders in the NHS is problematic not only for CPs. It also makes it unlikely that 
other disciplines will be able to effectively lead clinically. These findings support the 
conclusions of Skinner (2012) who emphasised the vital role the DCP plays in 
serving as a ‘parental’ figure for the profession and in providing a guiding language 
for all types and levels of CP leadership. This is done through for example guiding 
structures such as the DCP LDF (DCP, 2010). Establishing new professional 
structures, as suggested by Pemberton (2012), may also be a positive step towards 
strengthening the profession and providing support for CPs to develop as leaders and 
exercise effective leadership within diverse contexts.
Bryman (2004) emphasised that language is no neutral communication and meaning 
exchange device. It is a powerful tool for influencing people if used appropriately 
(DuBrin, 1997). FCPs’ stories echoed these findings. It appeared that FCPs who 
expressed a mastery of the language around leadership and its rhetoric commonly 
held higher, more influential positions in the organisation. This highlights a 
challenge for the organisation and its workforce. The NHS Leadership Academy 
(2013c) announced its ambition for all NHS staff to develop and employ leadership 
behaviours. Considering this and the crucial role organisations play in supporting 
leadership development and practice, it would be pivotal to clarify how the NHS 
ensures that this happens in an explicit fashion for all its professionals.
Payins Attention to Gender
An experience that the vast majority of FCPs shared was how their leadership role 
had been affected in some way by motherhood. For some FCPs this was reflected in 
their decision to return to work after often relatively brief periods, such as four 
months, of maternity leave. These FCPs shared that they were driven by their love 
and commitment to their work and to ensure they stayed connected with their 
leadership responsibilities. Most FCPs returned to work after their maternity leave on 
reduced hours to help them balance their family commitments with their work. FCPs 
expressed appreciation for the benefits of flexible working and valued the family 
friendly policies embraced by the NHS, in line with Burke’s (2001) findings.
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However, they also expressed how working reduced hours had often been 
problematic for them. Some FCPs had increased their hours again after a trial period 
when they realised that they were unable to effectively carry out their previous 
leadership role within their reduced working time. Others expressed that their 
reduced hours had forced them to be more restricted with regards to what leadership 
projects and tasks were achievable within their working hours and what things had to 
wait or be delegated. Furthermore, FCPs commonly stated that working part-time 
had limited the career progression options available to them. It is well documented 
that family friendly policies are not straightforwardly positive but can cause a 
backlash against women and individuals who utilise these (Kottke & Agars, 2005). It 
is not uncommon for others to perceive these as unfair, which can result in an 
organisational culture that makes it difficult for part-time working women to advance 
and exceed in organisations (Greenberger et al, 1989).
The subject of women’s positions in the workplace is a vast and complex research 
area, which is beyond the scope of this study to explore in depth. However it would 
be a serious oversight to ignore the relative lack of appreciation and reflection upon 
the role of gender amongst the majority of FCPs in relation to their leadership. As 
outlined in the ‘introduction’ there is a significant impact of gender upon leaders’ 
approaches, success and also the available opportunities to take up and advance in 
leadership roles. Despite being informed about the purpose of the study and the focus 
on FCPs specifically, few FCPs spontaneously reflected on how their gender had 
played a role in their leadership in some way. When prompted, a common experience 
shared by FCPs was the impact of motherhood on their leadership, as discussed 
previously. However, only a couple of FCPs reflected on the impact of gender on 
their leadership. In fact, the majority of FCPs expressed that they thought their 
gender had had no impact on their leadership at all.
Wahl (1992) explored the meaning of gender in organisations. She suggested that 
women develop different cognitive strategies to bridge the gap between their gender 
identity and disempowered position as women in traditionally male dominated 
leadership positions. The most common one of these is the ‘gender-neutral’ coping 
strategy, in which senior professional women deny the role of gender in the
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organisation and the existence of gender structures. In this way, women can maintain 
their self-esteem by using this strategy to bridge the gap between their self-esteem 
and belonging to a subordinate social group (Wahl, Holgersson & Hook, 1998). 
Husu et al. (2010) amongst many, argued that by adopting this coping strategy 
women unintentionally reinforce oppressive gender structures in organisations and in 
society, which serve to prevent them from achieving equal opportunities and status to 
men. Nicolson et a/.’s (2011) research into leadership in the NHS discovered the 
same phenomena as this study. Particularly the female leaders they interviewed 
commonly denied explicitly that their gender was an issue in any way, and often 
appeared to work hard to not be seen as ‘women’ by adopting overly masculine 
mannerisms in their leadership approach, despite numerous evidence suggesting that 
a more ‘female’ leadership style is more successful. In line with this, Tajfel (1978) 
reported that successful professional women often see themselves as an exception 
amongst their female peers and more equal to their male colleagues. Nicolson (1992) 
argued that ‘the rhetoric employed to prevent feminist scrutiny ... penetrate both 
female and male consciousness so that women achieving success are often the 
fiercest advocates of ‘gender neutrality” (p. 14). FCPs in this study overwhelmingly 
embraced a transformational leadership style, although a number expressed a desire 
to develop a more authoritarian approach associated with a ‘male’ leadership style. 
They felt this would potentially be helpful in the current climate in the NHS, despite 
research suggesting this is generally not an effective approach. Moreover the 
findings by Broverman et al. (1970), as discussed in the ‘introduction’, suggest that 
women who feel the need to adopt more ‘male’ leadership styles are less liked by 
their followers, as they do not conform to expectations of how women should behave 
(Eagly & Carli, 2003).
Interestingly, feedback by two independent researchers highlighted an apparent lack 
of emotion in the analytic narrative in this report. This potentially reflects 
unconscious motivations of both the female researcher and FCPs to adopt a non- 
typical female communication style. Both to bridge the gap between their self-esteem 
and belonging to a subordinate social group, and to not been seen as women, with the 
connotations this status entails. This aptly illustrates the inherent challenge of
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illuminating oppressive gender structures in critical social research as well as 
disseminating the findings in accessible ways to a range of audiences.
The implications of being women, in what could be argued to be a medical and 
traditionally male dominated organisation, must be considered carefully if the 
profession is to successfully establish a recognised leadership role within the NHS by 
becoming more effective political lobbyists. A vast majority of CPs are women who 
commonly enter the profession during a time in their life when many choose to start 
a family. Consequently many FCPs choose to work part-time, which reduces 
women’s opportunities in the workplace (Dickens, 1995; Hurstfield, 1978). Despite 
the important introduction of European sex equality law in the UK, gender status 
beliefs have a significant role to play in creating the ‘glass ceiling’ and ‘glass cliff, 
which impacts on the likelihood that women emerge as well as succeed as leaders 
(Ridgeway, 2001; Ryan & Haslam, 2005). By not paying careful attention to the role 
that gender plays in determining and shaping leadership opportunities and practices 
in organisations, the profession arguably risks limiting their opportunities and the 
potential leadership role for CP in the NHS. Considering the predominance of FCPs, 
the strength of professions such as medicine and nursing and the traditionally male 
medical culture in the NHS, CPs would be naïve to ignore these complex diversity 
issues. This is further emphasised when considering the message of Darzi (2008). He 
was very clear about giving clinical leadership to medical doctors and nurses. 
Nowhere in the ‘High Quality Care for All’ report were CPs mentioned. Without 
gender, amongst other diversity factors, being at the forefi*ont of our consciousness, 
hierarchical and oppressive gender structures that exist in society and all 
organisations within it, remain invisible and thus strong. This will significantly 
reduce the available opportunities for particularly FCPs in the NHS leadership arena.
Clinical Implications
Clinical Training
CPs are expected to take up leadership positions from their first point of entry into 
the profession (BPS, 2007a). Furthermore anecdotal evidence suggests that current 
health reforms are resulting in a restructuring of professions with very few
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individuals functioning at the top of AfC pay scales. This means that significantly 
less experienced CPs will be expected to effectively navigate the NHS as leaders, 
something many experienced FCPs expressed was a difficult task.
This has implications for clinical training. Courses need to proactively ensure that 
trainees feel equipped to embrace leadership opportunities and the challenges 
inherent in these once newly qualified. Trainees might be assisted in developing 
these skills during their training by specifying particular essential leadership 
experiences required in all placements, rather than making this a desired optional 
task. This calls for a significant extension of current demands on courses, supervisors 
and trainees. In order to survive in the current business culture within the NHS, the 
provision of elective ‘organisational’ placements to trainees should perhaps become 
core placements for all trainees. Alternatively, all placements could have an 
organisational component. In view of these findings it would also be important to 
integrate ‘leadership’ into significantly more aspects of the academic part of the 
curriculum, for example as a compulsory component to consider in assignments. By 
encouraging trainees to consistently reflect on leadership in relation to all aspects of 
the curricula, it would become a recognised central aspect of the work of CPs, rather 
than a particular area of interest for some professionals.
Leadership Trainins
The NWW document highlighted that psychologists commonly do not feel entitled 
or empowered to develop their leadership skills and role (BPS, 2007a). The findings 
of this study suggest that several years on many CPs in mainly clinical leadership 
positions still have these experiences. Despite the transferability of CPs’ professional 
knowledge and skills to leadership, these are far from sufficient to equip CPs to 
effectively lead, whether clinically and/or strategically at various levels within the 
NHS (Hodgetts, 2012).
The profession needs to collectively organise to ensure that leadership training is not 
just offered to those in high level, formal leadership roles. Instead it needs to become 
a standard aspect of all CPs’ CPD. It should be tailored to the specific diversity 
context of CPs’ work and experience. Although the NHS Leadership Academy
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currently offers a number of opportunities to develop leadership for clinicians at 
different levels, there is no specific training for CPs. Both multidisciplinary- and 
specific leadership training for CPs would be important resources to facilitate the 
growth of leadership within the profession.
Within this context it is pivotal to incorporate a consideration of gender in leadership 
training. Any training that does not seriously consider this diversity factor, 
particularly for a female dominated profession, is missing a crucial aspect. By 
overlooking this issue those attending training will not be fully equipped with the 
leadership knowledge and skills they attend the training to gain.
Mentors, Coaches and Personal Therapy
In line with the CLCF’s domain demonstrating personal qualities, FCPs in this study 
emphasised the importance of knowing oneself and striving to develop this ability to 
ensure personal difficulties do not prevent them from leading effectively (DoH, 
2011). This is not a skill that comes with a CP qualification, but has to be actively 
developed. Although it is to some extent developed through professional supervision, 
which supports professionals in their clinical roles, it is far from sufficient to support 
CPs in sustaining their leadership responsibilities.
Leadership coaching and mentoring schemes are effective resources for building 
leadership capacity (Deans et ah, 2006). These incorporate a range of different 
approaches and it is important that there is a good value fit between the 
mentor/coach, the leader, and her organisation. Another source to assist CPs to 
develop personal awareness and resources is psychological therapy. Kaslow and 
Friedman (1984) found that personal therapy was se lf reported as more influential 
than supervision in the development of CP trainees in the US. CPs in the NHS who 
had engaged in personal therapy reported that this had enhanced the quality of their 
clinical work, had a positive impact on work related stress, the resolve of personal 
issues and improved self-esteem (Darongkamas et al., 1994). Personal therapy is not 
a requisite for CP trainees in the UK, but is a compulsory element in doctoral 
training for counselling psychologists. It is also a required element of training for 
therapists in a number of European nations (European Federation of Psychologists’
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Associations, n.d.; Geller et al, 2005). Bearing in mind the relational aspect of 
leadership, as well as of CPs’ clinical work, the profession would profit from 
considering the merits of engaging in personal therapy for the benefit of CPs’ 
leadership success in the NHS.
Networks
The availability of support networks for CP leaders could significantly empower and 
develop their abilities to practise effective leadership. This may be particularly true 
for female leaders, as research suggest that they face additional challenges in their 
position compared to men. This was commonly mentioned as a vital source of 
support by FCPs, particularly in formal leadership roles. Clinical leaders frequently 
mentioned that this was something they lacked and would benefit from. The 
restructuring of the NHS has resulted in CPs fimctioning in isolated areas with 
limited access to discipline specific support. Formally psychology specific team and 
departmental settings afforded the development of networks. The reinstitution of 
these, virtually and/or in vivo, would likely be invaluable for the profession. An 
example of the latter is found in the DCP’s Leadership and Management Faculty’s 
email discussion forum. With this exception, the potential of CP leadership networks 
has not received the attention it arguably deserves despite the profession long being 
aware of the power of peer support in empowering people and facilitating change 
(Davidson et al., 1999). Networks both within and across professions would likely 
inspire CPs to generate productive ideas and discover new ways of leading the NHS 
forward in the current climate towards a positive future.
DCP
The professional context for CPs has in recent years resembled a stormy sea with 
significant cuts being made to public healthcare. Moreover the Health and Care 
Professions’ Council (HCPC) have relatively recently taken over the registration of 
psychologists fi*om the BPS. The implications of these changes, along with the need 
for CPs to step up to the mark in terms of leadership, further emphasise the need for 
extensive professional support for CPs fi*om one containing professional body. The 
DCP might have to take a more astute approach to shape a solid role for CPs within 
the NHS, building on, yet above and beyond, the DCP LDF. There is a strong need
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for DCP to play a co-ordinating role and extend their support to a practical level by
ensuring the above support systems are in place for CPs to utilise.
Orsanisational Suyyort
Organisational support is key in ensuring leadership training, coaching and 
mentoring is provided to CPs. This determines not only the success of these 
processes, but allows space and time to be allocated for them (Deans et ah, 2006). It 
is also required to ensure leadership training and development are prioritised and 
planned for in budgets, which are over-stretched more than ever before in the NHS. 
This is perhaps a particularly difficult challenge in the current climate, as mentoring 
and coaching results are not seen immediately, but instead have long-term positive 
effects on the organisation. However, at times of recession investing in staff is 
critical to be able to survive the storm and plan for the future.
It is also essential that the organisation recognise the additional needs of its female
leaders. Without this it runs the risk of not providing equal opportunities to everyone 
in its workforce. Thus it would fail to realise the remarkable leadership potential 
within it that can help transform the NHS into the high quality, innovative and 
productive organisation in strives to develop into (DoH, 2010b).
Limitations
The participants in this study were recruited from two NHS Trusts. Therefore their 
experiences may not reflect the diversity of leadership development and practice 
amongst all FCPs in the NHS. As the research was qualitative in nature the purpose 
of this study was to provide rich, in-depth descriptions of participants’ leadership 
rather than generalizable results. Nonetheless, qualitative findings that focus on 
cases, rather than population-based samples, can inform future research through 
conceptual inferences that underpin theory development, research question and 
hypotheses generation (Riessman, 2008).
Furthermore as FCPs self-selected to participate in this research they might have held 
specific motives to partake. The recruitment of participants specified that the study
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would look at leadership amongst FCPs. This might have led those who had held 
formal leadership roles during their career to volunteer, whereas FCPs with informal 
leadership experience may not have felt that they met the criteria. This may have led 
to certain perspectives around leadership being voiced, whereas others remain silent.
The participants worked in an organisational environment that is rapidly changing. 
This makes it difficult to capture a view of leadership amongst FCPs in the NHS that 
is static. Moreover, it appears that the Christmas tree spread of the profession across 
the AfC pay-scale is becoming increasingly bottom heavy with a larger number of 
CPs taking up clinical leadership roles in the NHS in AfC band seven positions, with 
less top band, strategic leadership posts being available. Nonetheless, as suggested 
by anecdotal evidence and some FCPs interviewed, many ambitious and 
entrepreneurial CPs are seeking and creating opportunities outside the NHS in the 
private sector and by setting up independently. This means that CP leadership input 
at both clinical and strategic levels will be dispersed, and possibly grow, across the 
social and health sector rather than being limited to the NHS.
Future Research
The findings of this research highlight a number of areas that require more 
exploration to help the profession to shed light on how CPs develop, practise and 
sustain leadership positions within the NHS. This study specifically explored how 
experienced FCPs understand and navigate these processes. To equip the profession 
and our professional body- DCP, and to provide better support to the profession and 
help more CPs take up these roles, it is essential that more is learned about the 
different needs of sub-groups within the profession. As CPs at all levels are expected 
to step up to the mark, there must be an appreciation for diversity within the 
profession. Without this, consideration of diversity amongst the population CPs 
serve, is rendered mere tokenism. The styles and needs of female, male, experienced, 
newly qualified, BME groups, and so on, must all be better understood to inform the 
development of training and leadership courses, CPD and coaching/mentoring 
programmes, and the efforts of networks to help develop leadership capacity within 
the profession.
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Furthermore, there is a significant generation-shift taking place within the profession 
with the retirement of the CPs who helped to successfully establish and expand the 
role of the profession within the NHS (Pemberton, 2012). This was reflected in 
FCPs’ accounts where at least a third of these women have retired since their 
interviews in 2010-2011. This means that the new generation of CPs entering the 
profession have grown up and been shaped by a culture and organisational structure 
that looked quite different from the climate that shaped those leaving the profession. 
Along with more junior CPs taking up clinical, rather than strategic leadership roles, 
it will be important to explore the leadership experiences of lower band CPs and 
learn how the profession takes leadership forward at these levels. It will also be 
pivotal to capture the valuable learning experiences and knowledge of senior CPs 
before they retire firom the profession. This would inform how best to approach this 
complex area and ensure CPs can input into the visions and processes that are 
shaping the NHS of tomorrow. These developments will likely make the role of 
gender in the leadership context even more acute for the profession, as men are more 
likely to seek higher paid jobs (Beutel & Marini, 1995; Schuler, 1975).
Conclusion
This thesis contributed towards an enhanced awareness of FCPs’ understanding and 
navigation of their leadership role and responsibilities within a rapidly changing 
NHS. It highlighted how the same key values underpin the professional roles of both 
leader and CP, and demonstrated how psychological knowledge and core skills are 
powerful tools that are actively employed by FCPs in their leadership role. It also 
elucidated how leadership is realised by FCPs through various processes and 
illustrated some factors that both facilitated and hindered FCPs’ leadership 
development and practice. Despite gender not being consistently and consciously 
recognised as a significant influencing force within this context, FCPs’ experiences 
suggest that it plays an important role in shaping their career paths. This finding is 
consistent with previous research and suggests that the female dominated profession 
of CP must pay attention to this crucial diversity factor if it is to be successful in 
securing a recognised and valued leadership position within the NHS.
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Appendix A Kent Research Ethics Committee approval letter
LiniM
National Research Ethics Service
Kent Research Ethics Committee
South East Coast Strategic Heaitii Authority 
Preston Hall 
Aylesford 
Kent 
ME20 7NJ
Telephone: 01622 713012 
Facsimile: 01522 885966
02 Septem ber 2010
Ms Sandra Bergstrom 
Trainee Clinical Psychologist 
University of Surrey
Department of Psychology, Faculty of Arts and Human Sciences 
University of Surrey 
Guildford, Surrey 
GU2 7XH
Dear Ms Bergstrom 
S tudy Title:
REG reference num ber:
How fem ale clinical p sy cho log ists un d erstan d  and 
navigate their changing role and  leadersh ip  
responsibilities in th e  NHS.
10/H1101/57
The Research Ethics Committee reviewed the above application at the meeting held on 25
August 2010. Thank you for attending to discuss the study.
E thical opinion
•  The committee advised you they had some questions regarding the PIS and interview 
sheet.
•  1 -  You have not stated that this study Is being carried out a s  part of your doctorate.
•  2 -  Interview schedule questions are great and asked you to explain the reason for the 
demographics. You explained that when vou and vour supervisor analyse the results, 
it would be interesting to look at the participants ace, family position etc and whether 
psychological factors plav a part in leadership roles.
•  The committee commented that you were targeting people in high salary bands. You 
explained that vour student board said vou needed to look at clinical psvchoioaists in 
upper bands and what facilitated, made it difficult.
•  The committee advised you that the warning in Question A62 regarding being involved 
in too many studies has not been included in the PIS. You agreed this should be 
added to the PIS.
•  The committee informed you that the PIS and Consent Foim should explain that any 
direct quotes would be anonymised. You agreed to add this.
• The committee asked if your University had advised you to narrow the salary range 
banding. You explained vou were planning to look at trainee level also, but vour 
University thought it would be too broad a  range, with more participants and possibly 
only one person from each level.
The members of the Committee present gave a favourable ethical opinion of the above 
research on the basis described in the application form, protocol and supporting 
documentation, subject to the conditions specified below.
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EUlical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion" below).
Conditions of the favourable opinion
The favourable opinion is subject to the follovwng conditions being met prior to the start of 
the study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research (“R&D approval’’) should 
be obtained from the relevant care organisation(s) in accordance with NHS research 
governance arrangements. Guidance on applying for NHS permission for research is 
available in the integrated Research Application System or at http://www.rdforum.nhs.uk. 
Where the only involvement of the NHS organisation is as a Participant Identification 
Centre, management permission for research is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary.
Sponsors are not required to notify the Committee of approvals from host organisations.
• The PIS needs to contain the following information:
• Include a sentence explaining the research is part of your doctorate.
• Include the warning stated in Question A52 of the application form regarding being 
involved in too many studies.
• PIS paragraph 3 on page 1 needs to have a correct reference to banding.
•  The Consent Form needs to include the following paragraph:
• T understand that the research data collected during the study may be looked at by
other individuals from the research team, sponsor, from regulatory authorities or from
the NHS Trust, where it is relevant to my taking part in this research. I give 
permission for these individuals to have access to my data.’
• The PIS and Consent Form need to contain the following information:
• Any direct quotes will be anonymised.
It is responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable).
You should notify the REC in writing once all conditions have been met (except for 
site approvals from host organisations) and provide copies of any revised 
documentation with updated version numbers.
Approved documents
The documents reviewed and approved at the meeting were:
Document Version jOafe
Investigator CV 1 ]25 May 2010
Protocol 2 |25 May 2010
Academic Supervisor CV [08 July 2010
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REC application 16 July 2010
Covering Letter 19 July 2010
Letter from Sponsor 1- 22 June 2010
Letter from Sponsor RT
1
01 June 2010
interview Schedules/Topic Guides 1 25 May 2010
Questionnaire: Leadership Development 
Amongst Female Clinical Psychologists
1 25 May 2010
Letter of invitation to participant 1: Email 25 May 2010
Participant Information Sheet 1 25 May 2010
Participant Consent Form 1 25 May 2010
Student CV (Same as Cl) 25 May 2010
Minutes from Major Research Project 
Proposal Review Meeting
1 09 Novemt>er 2009
MRP Proposal Email 19 April 2010
Evidence of insurance or indemnity 08 July 2009
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the Nationai Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
The attached document “After ethical review -  guidance for researchers" gives detailed 
guidance on reporting requirements for studies vwth a  favourable opinion, including:
• Notifying substantial amendments
• Adding new sites and investigators
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referencearouD@nres.npsa.nhs.uk.
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10/H1101/57 Please quote this number on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
unair
Emai
Enclosures:
Copy to:
List of names and professions of members who were present at the 
meeting
“After ethical review -  guidance for researchers”
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National Research Ethics Service
Kent R esearch  Ethics Com m ittee
South East Coast Strategic Health Authority 
Preston Hall 
Aylesford 
Kent 
ME20 7NJ
Telephone: 01622 713012 
Facsimile: 01622 685966
03 November 2010
Ms Sandra Bergstrom 
Trainee Clinical Psychologist 
University of Surrey
Department of Psychology, Faculty of Arts and Human Sciences 
University of Surrey 
Guildford, Sumey 
GU2 7XH
Dear Ms Bergstrom 
Full title of study;
REC reference num ber;
How female clinical p sycho log ists u nderstand  and 
navigate their changing role and leadersh ip  
responsibilities In the  NHS.
10/H1101/57
Thank you for your e-mail of 17 Septem ber 2010. I can confirm the REC has received the 
documents listed below as evidence of compliance with the approval conditions detailed in 
our letter dated 25 August 2010. Please note these documents are for information only and 
have not been reviewed by the committee.
D ocum ents received
The documents received were as follows;
Docaimnt j# # :  la l
Participant information Sheet 2 25 August 2010
Participant Consent Form 2 25 August 2010
You should ensure that the sponsor has a copy of the final documentation for the study. It 
is the sponsor's responsibility to ensure that the documentation is m ade available to R&D 
offices at all participating sites.
1Q/H1101/57 P lease  quote  th is numt>er on all co rrespondence
Yours sincerely
Com m ittee C o-ordinator
E-mail:
Copy to:
This Research Ethics Committee is an  adv iso r^ o rn m ittee to  South East Coast Strategic Health Author! v
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Appendix B University of Surrey Ethics Committee approval letter
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Sandra Bergstrom 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
October 2010
UNIVERSITY
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
Dear Sandra
Reference: 501-PSY-10 (NHS Approved)
Title of Project: Leadership developm ent amongst female clinical psychologists
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
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Chair’s Action
Ref:
Name of Student: 
Title of Project:
Supervisor:
Date of submission:
501-PSY-10
SANDRA BERGSTROM
Leadership development amongst female 
clinical psychologists
14 OCTOBER 2010
The above Project has received NHS approval and expeditious ethical 
approval has been granted.
Signed:
Chair
Dated : 15*^  October 2010
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Appendix C NHS Trust 1 Research and Development approval 
letter
NHS
Ms Sandra Bergstrom
Trainee Clinical Psychologist
University of Surrey
Department of Psychology
Faculty of Arts and Human Sciences
Guildford
Surrey GU27XH
11 OcbberZOlO 
Dear Sandra,
Reseamh Tide: How female clinical psychoiogisfe understand and
navigate dielr changing role and leadership 
responsibilities In fee NHS.
Principal Investigator: Ms Sandm Bergstrom
Project reference; PF461
Sponsor; University of Surrey
Following various discussions your study has now been avmrded research approval. 
Please remember to quote the above project reference number on any future 
correspondence relating to this study.
Please note that, in addition to ensuring that fee dignity, safety and well-being of 
participants are given priority at ail times by the research team, host site approval is 
subject to the following conditions:
In addition to ensuring that the dignity, safety and well-being of participants are given 
priority at all times by the research team, you need to ensure fee following:
■ The Principal Investigator (PI) must ensure compliance with the research, protocol and 
advise the host of any change(s) (eg. patient recruihnerrt or funding) by following the 
agreed procedures for norification of amendments. Failure to comply may result In 
immediate withdrawal of host site approval.
• Under the terms of the Research Governance Framework, the PI Is obliged to report 
any adverse events to the Research Office, as well as the REC, In line with the protocol 
and sponsor requirements. Adverse events must also be reported in accordance with 
fee Trust Acddent/lnddent Reporting Procedures.
■ The PI must ensure appropriate procedures are in place to action ui^ent safety 
measure.
• The PI must ensure fee maintenance of a Trial Master File (TMF),
Tern» md conditions of Approval, version Î.1 11/10/2010
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» The PI must ensure that all named staff are compliant with the Data Protection Act, 
Human Tissue Act 2005, Mental Capacity Act 2005 and all other statutory guidance 
and legislaftion (where apptlcaWe).
• The PI must comply with the Trust's research auditing and monitoring processes. All 
Inveshgatcws involved in ongdng research may be subject to a Trust audit and may be 
sent an intern project review form to facilitate monitoring of research activity.
» The Pi must report any cases of suspected research misconduct and fraud to the 
Reæarch Office.
• The Pi must provide an annual report to the Research Offiœ for all research Involving 
NHS patients, Trust and resources. The PI must also notify the Research Offiœ of any 
presentations of such research at scientific or professional meetings, or on the event of 
papers being published and any direct or Indirect impacts on patient care. This is vital 
to ensure the quality and ou^rut of the research for your project and the Trust as a 
whole.
» Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or stWantive) will be allowed to make contact with patients.
■ Inform^ mnsent: Is obtained by the lead or trained researcher according to the 
requirements of the Research Ethics Committee. The original signai consent form 
should be kept on file. Informed consent will be monitored by the Trust at intervals and 
you will be required to provide relevant Information.
• Closure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D database), which needs to be 
returned to the Research Office.
• AM research carried out wHhln ............. . ............ ...............„_____________ i NHS
Trust must be in aoxardance with the principles set out in the Department of Health's 
Research Governance Framework for Health and Social Care 2005 (2”^  edition).
Failure to comply with the conditions and regulations outlined above constitutes research
misconduct and the Research Office will take appropriate action immediately.
Please note, however, that this list is by no means exhaustive and remains subject to
change In response to new relevant statutory policy and guidance. If you have any queries
Yours sincerely,
Research & Development Co-oirilinator
On behalf of the Research & Development Committee.
Terms and conditions o f Approval, version 1,1 Î I/IO^OIO
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Appendix D NHS Trust 2 Research and Development approval letter
mm
03 November 2010 
S. Bergstrom
Trainee Clinical Psydhologist 
University of Surrey
Dept of Psychology, Faculty of Arts & Human Sciences 
University of Surrey 
Guildford 
GU2 7XH
Dear Sandra
Re: How female clinical psychologists understand and navigate their changing
role and leadership responsibilities In the NHS
Thank you for submitting all the required documentation relating to the above study for 
Trust R&D approval
It is noted that, for this project your field supervisor is Dr Elaine Alves and your academ ic 
supervisor is Dr A.M. John, Surrey University. It Is further rioted that the study has Ethics 
approval from NRES Kent Research Ethics Committee Ref. IO /HliOI/579 dated  02 
Septem ber, and confirmation of compliance with am endm ents dated 03 November 2010.
Responsibilities:
It is the responsibility of the chief investigator to ensure that the study is carried out in 
accordance with the protocol and the Research Ethics Committee approval. Am endments, 
including extending the project to other Trust directorates or sites, m ay require further 
approval. Alt am endm ents must be submitted to the Trust R&D Office.
Multi-sited projecis musx ootain separate  approval from the organizations where they wish 
to undertake this research.
The project m ust be completed within the tim escale a s  s  se t out in the Ethics application, if 
the project continues out of the timescale agreed, new permissipn(s} m ust be sought and 
obtained.
The chief Investigator is to comply with the Trust monitoring arrangem ents by submitting a 
quarterly report, all publications relating to the study, and a  final report for this project to 
the Trust’s  R&D Office. A tem plate of the quarterly report will be  emailed to you today.
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All parties to familiarise themselves and comply with Trust R&D policies and procedures, available 
on the Trust website:
Please do not hesitate to contact me if you wish to discuss any aspect of this approval.
I wish you well with your study.
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Appendix E Participant information sheet ^  UNIVERSITY OF
SURREY
Participant Information Sheet
Title of Project: Leadership amongst Female Clinical
Psychologists 
Name of Researcher: Sandra Bergstrom
I would like to invite you to participate in this research study, which forms part 
of my Practitioner Doctorate in Clinical Psychology training. Before you make 
a decision about whether you wish to participate or not it is important that you 
read this information carefully in order for you to understand the purpose of 
the study and what it would involve for you so that you can make an informed 
decision.
What is the purpose of the study?
The aim of the study is to explore female clinical psychologists' leadership in 
the NHS throughout their career pathways. In particular, it will look at how 
female clinical psychologists in the NHS understand their leadership 
development and practice, and how they have made sense of and managed 
the hindering and facilitating factors they have encountered as leaders.
Why have you invited me to take part?
You have been invited to participate in this study because you have been 
identified as a female clinical psychologist working in band 8c to 9 in the 
NHS.
Do I have to participate?
You decide if you wish to take part or not. We will inform you about the study 
and also provide you with this information sheet to read through. We will then 
ask if you wish to take part. If you do, we will ask you to sign a consent form 
that confirms that you have agreed to participate. You can withdraw from the 
study at any time prior to the submission of my doctoral portfolio in June 
2011, and you do not have to justify your decision. You can also decline to 
participate in certain aspects of the study such as choosing not to answer 
particular questions during the interview.
What would be expected of me if I decide to participate?
If you decide to participate you will be asked to take part in a one hour-long 
interview with the researcher. This would take place in your place of work at 
a time that is convenient for you. The interview will be digitally recorded for 
the purpose of data analysis. In the interview you will be asked to tell your 
story about your leadership development during your career and what has 
impacted on this journey. You will be provided with the results of the data
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analysis to check the accuracy of the data and correct any errors. If you do 
not wish to be contacted you have the option of opting out of this contact and 
you do not have to justify your decision.
What are the possible disadvantages and risks of taking part?
The interview will take approximately one hour of your time. You may find 
some topics discussed in the interview uncomfortable as they may remind 
you of upsetting experiences you have had. If you feel distressed during the 
interview, you can let me know and we can discontinue the interview or you 
can request a break at any time. You may also wish to contact the Trust 
Assisted Employees Counselling Service on 0800 269616 should you feel 
that you would benefit from more support. It is also important that you are 
aware that participation in too many different studies might be detrimental to 
your wellbeing.
What are the possible benefits of taking part?
Participation in the study will give you a chance to reflect upon your 
leadership experiences during the course of your career and talk about the 
successes and difficulties you have encountered, and how you tackled these. 
It is hoped that by thinking about these experiences an important 
understanding of female clinical psychologists' experiences will be gained, 
which can highlight and inform supervisory and training needs.
Will my taking part in this project be kept confidential?
All information collected about you during the course of the research will be 
kept strictly confidential, and any personal identifiable information will be 
anonymised so that you cannot be recognised.
What will happen to the information when the research study is 
completed?
The researcher is responsible for the secure storage of all data generated by 
the study. Once recorded interviews have been transcribed the recorded 
data will be destroyed. The data will be stored in a secure, lockable cabinet 
at the University of Surrey, which the researcher and the research supervisor 
have sole access to. The data will be kept for 10 years after the completion 
of the study in line with research guidelines.
What will happen to the results of the research study?
The results of the research study will be published in the researcher's 
doctoral portfolio in July 2011. This can be accessed in the library at the 
University of Surrey. The report will be submitted for publication in a peer- 
reviewed journal to ensure that the findings are disseminated to 
professionals and the public. The researcher will ask for your consent to use 
any quotes from your transcripts for publication and ensure that any direct 
quotes will be anonymised. If you wish, you will be provided with a summary 
of the research findings upon completion of the study.
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Who is organising the research?
Sandra Bergstrom, trainee clinical psychologist, and the University of Surrey 
is organising this research study.
Who has reviewed the study?
In line with NHS research guidelines a Research Ethics Committee, 
consisting of an independent group of people, must look at all research 
conducted in the NHS in order to respect and protect your safety, rights and 
wellbeing. This study has been reviewed and given favourable opinion by 
Kent Research Ethics Committee.
Contact for further information
If you have any questions, concerns or complaints about any aspect of this 
study and/or if you wish to participate in this research, please contact Sandra 
Bergstrom on s.berqstrom@surrev.ac.uk or 0774 3925 591. Should you want 
to access independent general advice about taking part in research, please 
contact Dr Susan Thorpe on s.thorpe@surrey.ac.uk or 01483 682916.
You will be given a copy of this information sheet to keep.
Thank you for considering this information and, if you decide to take 
part in this project, we wish to thank you for your valued participation.
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Appendix F Participant consent form 1 R R F , ' \ ^
CONSENT FORM
Title of Project: Leadership amongst female clinical psychologists
Name of Researcher: Sandra Bergstrom
Please tick the boxes if you understand and agree with the statements below
1. I confirm that I have been given an information sheet dated
for the above study, which I have read and understand. I have been 
given the opportunity to consider this information, ask any questions 
I have, and have these answered satisfactorily.
2. I understand that my participation in this study is voluntary and that 
I am free to withdraw from the study at any time without giving any 
reason and without any negative consequences..
3. I agree to participate in the above study.
4. I wish to be contacted by the researcher with the results of
the data analysis and will provide my contact details below to enable 
this.
5. I wish to be provided with a summary of the final report upon 
completion of the research and will provide my contact details below 
to enable this.
Name of Participant Date Signature
Name of Chief Investigator/ Date Signature
person taking consent
Participant's contact number:
Participant's email:
You will be provided with a copy of this consent form to keep for your 
records.
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Appendix G Participant demographics questionnaire UNIVERSITY OF
1 SURREY
PARTICIPANT DEMOGRAPHICS QUESTIONNAIRE
LEADERSHIP AMONGST FEMALE CLINICAL PSYCHOLOGISTS
DESCRIPTIVE INFORMATION
Age:......................................................................................................................................
Ethnicity:.............................................................................................................................
Civil Status: Single Co-habiting Civil Partnership Married
D D D D
Children: Yes D No D
How many?.......................................................................................................................
Age:....................................................................................................................................
Siblings: Yes 0 No D
Position in Family: Youngest Child Middle Child Oldest Child
0 0 0
Job Title:...........................................................................................................................
B and:...............................................................................................................................
Years in Current Job Role:..........................................................................................
Year qualified as Clinical Psychologist:..................................................................
Working Hours (part-time/ full-time] :................................................................... .
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Appendix H Interview schedule S U R . R . E Y '
INTERVIEW SCHEDULE 
LEADERSHIP AMONGST FEMALE CLINICAL PSYCHOLOGISTS
1) Tell me about your working life and role in the NHS.
- At w hat level in the organization do you see yourself currently 
working at?
How is your leadership role expressed in your daily work?
- What do you think it is important to prioritize in your professional 
role?
2) Tell me about your understanding of the meaning of leadership' 
(and the importance of various specific aspects of leadership).
How do you understand the concept of 'leadership'?
- Has your understanding of 'leadership' changed over time?
IF YES- How has your understanding of 'leadership' changed over 
time?
- What has impacted on this change? (external and internal factors]
3) Tell me about your career pathway within the profession.
Tell me how your career has developed over time.
- Tell me about how you started your career.
- Tell me about the period when you began to settle into your career.
- Tell me about the more recent period of your career.
4) Tell me about the things that have helped you to sustain and 
develop your leadership role.
Tell me what has motivated you towards your current position?
- What factors have you found helpful along your journey?
- How was that helpful for you?
5) Tell me about any hindering factors to leadership that you have 
encountered within your current organisation.
Personal/Professional obstacles that you have encountered along the 
way.
How did you make sense of these?
How did you tackle these?
6) Are there any particular models of leadership that are particularly 
important to you?
If so, why?
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Would you like this to be different?
IF YES- how would you like this to be different?
IF NO- what is it that attracts you to this model?
What leadership qualities do you have?
- What leadership qualities make you a good leader?
- What leadership qualities do you need to develop further?
7) Tell me about how you balance the requirements of your 
professional role and leadership responsibilities with your 
personal life requirements.
8) Do you think that your gender has in any way impacted on your 
career?
In what way has your gender impacted on your career?
How do you make sense of this?
- Can you tell me about any times during the course of your career 
when you felt that your gender was an advantage to you?
Can you tell me about any times during the course of your career 
when you felt that your gender was a hindrance for you?
9) Looking at the future, what do you think are the biggest leadership  
challenges for the profession?
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Appendix I Research assistant’s confidentiality agreement
Confidentiality Agreement
I. (mame), understand that all digitally recorded and
wfitici I iruovicw waw pvcu lu me uy jhartdfs Bergstfôm, Trainee Clinical Psychologist are 
confidential. I agree not to share or discuss the information contained with any person other 
than Sandra Bergstrom. I agree to keep both digital records and written transcripts In a secure 
place, to which only I have access. I agree not to destroy, damage or alter any of the data given 
to me and to return all digital records and written copies of the transcripts to Sandra Bergstrom 
once I have hnished transcribing.
I agree to save all transcripts on a secure computer as password protected files.
I will not use any of my working day or work premises for the purpose of transcribing these 
interviews and agree to transcribe them entirely m my own time
Name:
Signature:
Date:
8^ November 2010
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Appendix J Themes from the researcher’s self-reflexive diary and interviews
Theme Pre- participant 
interviews
During participant 
interviews
Post- participant 
interviews
Awareness o f personal
values around gender 
roles
X X X
Hope for the 
profession
X X
Making participants’ 
voices heard
X X X
Frustration X X
Resilience X X X
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Appendix K  Sample of analysed transcript
Initial coding Interview data M em os
Priorities
Limited working hours 
can be frustrating
N ot enough time to do 
enjoyable leadership 
tasks
Delegating aspects o f 
work means lack 
o f  acknowledgement
Frustration not 
following tasks 
through
Role o f  CP Leader to 
start and hand over 
ownership to other 
staff
Sense o f  frustration
Aeeeptanee o f  
challenging aspects o f 
leadership role
‘Leadership’ recent 
part o f  professional 
vocabulary
‘Leadership’ has 
negative connotations
Leadership associated 
with medical 
profession
D idn’t see se lf as 
leader- only in relation 
to tasks
Informal leadership is 
more difficult to think 
and talk about 
Informal leadership is 
vital
Current climate 
requires strong leaders 
Important role for CPs 
to motivate people
Velma: Erm  [p] yes, one thing I have dropped, I was 
supervising a lot o f  the junior staff and now that is 
delegated to 8Bs so I don’t do that, which I rather 
miss because the 8As are lovely to work with and it is 
odd not having that direct involvement. But I had to 
do that in terms o f  my time and getting a  structure set 
up. I don’t know. Because I am now doing reduced 
hours it has been quite useful because I have 
managed to negotiate that I don’t do certain things. 
Actually, yeah I suppose, I set up something to do 
with fam ily interventions work. And I did all the 
original work and sort o f  set up quite a lot o f  the 
structure for it and then it got handed over. And I was 
thinking ‘I did that’. M y name was mentioned at the 
bottom, but I was sat there thinking ‘I actually did all 
that, I set it up ’, and it is that sort o f  oddness that 
w hat you have done has not really been 
acknowledged. I mean it has been, people know I 
have done it, but there is that odd feeling about just 
handing things over and you see other people take the 
glory.
Interviewer: Mmmmm.
Velma: That happens a  lot with psychology, so I am 
used to that. M aybe m y role is more about getting 
things started and then passing them on. That is fine 
really. It is just, I think leadership actually for 
psychology is initiating and starting and then passing 
on to  other people.
Interviewer: Mmm, and the leadership role as a 
greater concept is that something you have always 
been interested in as you entered the profession or is 
that something that just came as part and parcel of?
Velma: I t’s quite interesting. I t’s only until recently 
that I  have used that term actually. I don’t know 
w hether I would have not wanted it or just not used 
it. Because I think early on in my career, leadership 
was very much the medical model. It was very much, 
you know when I started work, the consultants were 
gods, total gods. I know occasionally I was an 
honorary consultant, I could use a particularly dining 
room, you know that consultants used. So you were 
granted that, dominance by doctors, which still 
continues but that was, and o f  course you tend to 
react against that notion o f  leadership really. So I 
suppose for many years I wouldn’t have used that 
term. Erm, I mean task leadership I would be happy 
with. Erm I suppose it is the people leadership, [p]. 
Though would I call it leadership, I would now 
because I actually reckon now that an important part 
o f  the role is to keep morale up and help them [staff] 
value themselves and be hopeful for the future. 
Because as you probably know, things are absolutely 
dire in the NHS. That you know part o f  your role is to 
make people recognise that there is the bigger 
picture. I probably wouldn’t until the last five years
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Intei-viewer: What impacted on that change then?
Velma: I suppose the whole leadership framework of 
the NHS began to actually give a  w ider view o f 
leadership.
Interviewer: So how did that impact on you, once 
you became aware o f  that?
Velma: It probably w asn’t that sudden. It w asn’t  an 
overnight ‘oh yes I am a leader’ sort o f  thing but it is 
m ore about permission to do that. Because I think 
there is, early on I w ould have been quite wary about 
that because you would have been seen to be sort o f  
setting yourself as opposition to doctors and actually 
being like a consultant and trying to give a different 
model o f  leadership. So perhaps I was ju s t a bit more 
low key about doing that to myself. I haven’t got 
another term to use for it, which is interesting. So I 
m ust have been implicitly doing it without calling it 
that.
Interviewer: So thinking about it then, I  am curious 
about your understanding o f  the concept o f  
leadership because that is very different fo r  different 
people and I  am wondering how you see that within 
the NHS?
Velma: I probably have always been a person that 
takes charge a bit and gets on with things. And can’t 
leave things, probably at times not to my own good. 
So it has always been natural for me if  things are 
happening for me to say ‘oh I ’ll do that’. And I have 
probably been, [p], not a  rule breaker because I am 
actually quite conformist, but if  sometliing needs to 
happen, then I go ahead and it would happen. And I 
do it on a more logical ground, and I think that has 
actually meant that I have taken things forward. Erm, 
but probably from very early on in my career, I think 
I probably did things from my first job  which in a 
sense were quite radical at the time really and I just 
sort o f  did them. I can rem ember certain doctors 
being quite annoyed about me doing them and things 
like that.
Interviewer: Yeah, so it is the kind o f balance 
between conforming but also by the sounds o f  it 
challenging things, taking initiative and being 
autonomous.
Velma: Yes, yes.
Interviewer: And has that kind o f  understanding o f  
leadership, has that changed over time at all or?
Velma: Probably not, I probably ju s t got clever at 
doing it. Because I am now more confident in the 
system, I know ways o f  doing it, in a  way that is
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Interviewer: Ok, so what factors have impacted on 
that development in you then?
Velma: Erm [p]. I think it is ju s t about confidence in 
m yself and sort o f  knowing the system better and 
knowing how to work those people in the system and 
having those sort o f  skills. I think the system has 
changed a lot. I think the culture o f  the NHS is much 
more amenable to people being rational, being able to 
make a rational case for things. Certainly this Trust 
and I think with other trusts m aybe a bit more so. But 
this trust has had this sort o f  odd notion o f  hierarchy, 
that it has always been quite hard to get to particular 
positions here. Erm but now I think that they are 
quite desperate to get major change happening 
they’re quite w illing then for this more easily.
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Appendix L Additional quotes to support the main and sub-themes
Main themes Sub-themes Quotes from the transcripts
1) Identity in leadership
Internal drive to make a 
difference
Valuing people
Holding the whole
Evolving role
“being a ... product o f my time in 
growing up ... I think takes one 
onto a more sort o f social 
perspective on application of  
psychology ... that’s ... where I 
have always come from ... being 
interested in service change and 
systems change” (Joyce)
“... it is about giving people ... 
safe direction ... and helping 
people to understand the changes 
in the NHS and then think about 
how they can help to make those 
changes safely and change 
services to be more positive” 
(Lisa)
“everybody’s opinion matters ... 
the support workers here, I value 
their views ... as much as I do ... 
the trust director ... I want people 
to talk to me and tell me their 
ideas and how they want things to 
happen” (Sue)
“supporting people to see how 
things could be different and see 
and do things to help make that 
difference ... I am quite strong in 
encouraging and supporting other 
people to develop” (Joyce)
“I like leaders w ho... are ... 
holding their projects ... who is 
... understanding what is going 
on ... at the ... whole overview 
level.[...] a good leader ... 
understands the different levels 
within the [organisational] 
structure” (Anna)
“knowing the kind o f  context of 
all the changes, and government 
changes and lack o f money 
around, we are much clearer 
about priorities and why things 
have to change” (Debra)
“I managed to get onto this 
[leadership for women] course ... 
it was about getting me to open 
my eyes and think about things in 
a wider perspective” (Velma)
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“your own internal stuff is quite a 
hurdle ... As you become a 
therapist you have kind of got to 
own up to the quirky bits inside 
you because otherwise you can’t 
be sure whether you are working 
in someone else’s head or your 
own. In a way becoming ... a 
leader, it is the same process” 
(Mary)
2) Ability to influence
Shaping a leadership position “the more well known you 
become in the organisation then 
the more likely other people are 
going to ask you to be involved in 
wider ... trust issues” (Debra)
“ I think that is the problem ... I 
didn’t have a formal role for what 
I was doing. ... some things I just 
got on with ... But the more sort 
of political dimensions, probably 
if  I was doing it now, I would do 
it in a cleverer way, I would get 
permission to do it sort o f in a 
more recognised way. Whereas at 
the time I just sort o f allowed it 
to, I slipped in to it which is not 
very sensible” (Velma)__________
Playing the system “I do see people out there who 
are very good at strategy ... But I 
think you can learn the formula 
... I am beginning to learn what 
the formula is” (Debra)
“I think trying to keep up with 
political awareness in the NHS is 
always hard, all the euphemisms 
and that, the culture, the buzz- 
word o f the day” (Lisa)__________
Adopting a realistic position “I just see my work time for what 
it is ... holding that awareness in 
your head so as different things 
come being appropriately 
selective to what you are going to 
get involved with ... and what 
you have to ignore ... that is 
probably the most important part 
o f it. To be simply aware what is 
the time and space that you have 
and operate within that” (Anna)
“I once had an interview and I 
just didn’t have time to prepare 
for it, I just couldn’t get the 
preparation done which would 
have made a difference” (Velma)
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